The 
ILLINOIS 





Medical Journal 


Official Journal of The Illinois State Medical Society 


JUNE, 1959 
VOL. 115, No. 6 


The Senior Citizen — 


Solution A Local Problem 


RaveicH C. OLpFIELD, M.D., Oak Park 


N 1904, the famed Dr. William Osler made a 

farewell address prior to his departure from 
Johns Hopkins University to take the position of 
Regius professor of medicine at Oxford. It was 
a sad parting after 15 years of distinguished 
service at Johns Hopkins. 

Dr. Osler then was 55 years old, and consid- 
ered the most outstanding physician of his time. 
He was world renowned for his great clinical 
ability and his wide knowledge of medicine in all 
its branches. As an educator, he had no equal. 
He had a deep concern for humanity. 

In his valedictory speech, Dr. Osler told his 
large audience that a medical teacher’s life 
should consist of three periods—study until 25, 
investigation until 40, profession until 60. 

He made a reference to a suggestion of a col- 
league, Anthony Trollope, that an admirable 
scheme would be to establish a college into which 
men of 60 could retire for a year of contempla- 
tion before a peaceful departure by chloroform. 

His remarks were erroneously interpreted by 
newspapers as being a recommendation for the 
chloroforming of people when they reach 60. 
The resultant controversy continued for a long 
time notwithstanding efforts to convince the 
President’s address, 119th annual meeting of the Illi- 
nois State Medical Society in Chicago, May 20, 1959. 


press and the public that the reference was in 
jest. 

Far be it from me to suggest something of a 
similar nature as the solution of a problem we 
face today — the care of persons over 65. I have 
passed that age. Within a few days I will retire 
as president of the Illinois State Medical So- 
ciety, but I do not consider myself washed up. 
The good Lord willing, I hope to spend many 
more years in the pursuit of my profession. 

Furthermore, I believe that the majority of 
the 15 million people of this country who have 
passed the age of 65 still have many years of 
usefulness before them if they are given the 
chance to produce. 

I merely allude to the Osler episode to bring 
out the point that a situation that was of major 
concern at the turn of the 20th century is even 
a greater problem today. Whereas, in Dr. Osler’s 
days the life span of man in the United States 
was less than 50 years, now he can look forward 
with confidence to reaching the Biblical age of 
three score and ten. 

There are an estimated 15 million people in 
the United States who are 65 years of age or 
over. This large total of senior citizens is being 
increased at the rate of about one million every 
three years. By 1975, there will be an estimated 
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20 million or more beyond what is considered 
the retirement age today. 

In Illinois, approximately one million people 
are 65 years or over. Each year, upwards of 
20,000 attain the age of 80, more than 3,000 
pass 90, and about 100 reach the century mark. 
In 1920, only about one out of every 10 persons 
reached the age of 80. In 1957, two out of every 
ten passed the four score mark. About six out 
of every 10 attain 65 years of age. 

On a national scale, about 6 million people 
over 65 are covered to a more or less extent by 
voluntary insurance. However, when illness 
strikes—and it is more likely to strike after 65— 
9 million are dependent upon (1) what income 
they may still have coming in; (2) savings that 
have a deflated purchasing power; (3) the as- 
sistance of relatives and friends, or (4) public 
aid. 

These figures give an indication of the magni- 
tude of the geriatrics problem not only in Ili- 
nois but throughout the country. 

Fortunately, in this rapidly growing senior 
citizen population there are many people who are 
still income producing and self supporting. Most 
of them retain a spirit of independence despite 
the efforts of socialistic and paternalistic minded 


politicians to foist upon this nation a cradle to 


ihe grave welfare program. 

Unfortunately, we also have a large segment 
that cannot take care of itself. For instance, a 
study by the Institute of Medicine of Chicago 
indicated there are 60,000 persons in Cook Coun- 
ty who are disabled to the point where they can- 
not carry on normal activities. 

Of these, 40,000 are being cared for in their 
homes and 20,000 in nursing homes or other 
institutions. The maintenance of about half of 
these handicapped people is being financed by 
the patients or their families. The others require 
partial or complete outside aid. 

Unfortunately also is the fact that many cor- 
porations have an unrealistic retirement pro- 
gram that calls for the severance of a person 
from his employment upon the attainment of 
his 65th birthday regardless of his value to his 
employer or of his ability to continue a highly 
productive life. 

What this amounts to is the placing of a pen- 
alty on age and experience and a premium on 
youth and inexperience. 

Lock around this room. Everywhere you will 
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find men over 65—men who have been driving 
forces in their profession and in their communi- 
ties; men with knowledge and skills that will be 
2 boon to thousands of people for many years to 
come, 

Certainly, it would be a disservice as well as 
unrealistic if we in the medical profession would 
say: “You have reached 65; you are through.” 

As physicians, I believe we owe it to the people 
of this country to point out to employers that 
men and women of 65, because of medical prog- 
ress, no longer should be subjected to compul- 
sory retirement at an arbitrarily chronological 
age. It is well to consider the young man just 
coming up, or the man in the 40s and 50s, but 
we shouldn’t create a problem which might be 
turned into an excuse to burden the younger 
generation with taxes to support the older, 

Men and women who are forced into involun- 
tary retirement have little chance of obtaining 
employment elsewhere, Excepting in cases of ne- 
cessity, most employers will not take on workers 
who have reached the half century mark. Even 
fewer will consider hiring a man or woman over 
65. 

Some men and women who go into retirement, 
voluntarily or otherwise, have built up a litile 
nest egg and have earned a pension in addition 
to the money received under social security. By 
judicious use of these funds—and notwithstand- 
ing the deflated value of the dollar—they may be 
able to carry on at a reduced standard of living. 

However, it is when there is a catastrophic ill- 
ness or accident that trouble develops. Current 
income becomes insufficient to meet expenses, 
and reserves are soon depleted. 

We know that degenerative processes set in for 
all of us if we live long enough. For some, it 
will be earlier; for others, the deterioration comes 
later. In either event, a person has an increasing 
need for medical attention as he grows older. 

The Health Information Foundation made a 
sampling study of about 1,700 persons over 65. 
It showed that group had an average of 7.6 physi- 
cian contacts annually, exclusive of medical care 
while hospitalized. This is about two visits more 
than the over-all average. 

More than two-thirds of these contacts were 
office calls. Only 22 per cent were in homes. The 
others took place in a clinic or by phone. It is 
encouraging to note that only about 2 per cent 
of the total sample said that lack of finances 
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kept them from seeing a physician. On the other 
hand, a goodly number who should have seen 
a physician failed to do so because they did not 
want to admit they were failing. 

Thus, it can be realized that medical care costs 
are likely to become an increasing factor in the 
cost of living. This is a problem the people of 
this country must face. The answer must be 
found either in the traditional American manner 
at the community level or we will be called upon 
to accept a less desirable and more costly federal 
program. 

We have the threat of such legislation in the 
Forand Bill which is being promoted under false 
pretenses. The measure has provisions that are 
likely to fool a lot of people, including physicians 
and hospital administrators. 

The plan supposedly calls for a free choice of 
physicians and hospitals. There is this joker, 
however. hospitals, and nursing 
homes—to be eligible for participation—must 
enter into a contract with the government and to 
subseribe to certain regulations. 

These conditions at the moment may seem to 
be innocuous. But there is nothing to prevent 
administrative changes by the Department of 
Health, Welfare, and Education that will make 
so-called “free choice” a mockery. If, as it is 
likely to be the case, a patient must make his 
selection of a physician or a hospital from a 


Physicians, 


prescribed list then there is no free choice. 

Considering that most of the capable and suc- 
cessful physicians and the best type of hospitals 
may not want to become a part of the system 
by reason of the conditions imposed, the public 
will be denied the right to the best possible medi- 
cal care. 

The pending measure presents another threat. 
Many minor surgical procedures are being car- 
ried out in physician’s offices. In order to take 
advantage of the provisions covering surgical 
and hospital costs, physicians will be pressured 
into sending patients to a hospital. 

There have been such abuses under voluntary 
insurance. These will be multiplied many times 
under government medicine. In thousands of 
cases where an obligation is now recognized by 
family members there would be an inclination to 
shift the burden of personal care to the govern- 
ment, especially if the patient becomes difficult 
to handle. The result would be that the projected 
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cost of the program would be a gross understate- 
ment. 

Of greater concern and one involving persons 
of every age would be a further overcrowding 
of hospitals, an overcrowding that not only would 
be a backward movement in American medical 
care but one that would be scandalous. 

The Forand Bill is a billion dollar package, 
largely a giveaway. An analysis by the Depart- 
ment of Health, Education, and Welfare, esti- 
mated it would cost about $900 million the first 
year to make the hospitalization benefits avail- 
able to the social security recipients. Another 
$14 million would be spent for limited nursing 
home care. The surgical benefits costs are esti- 
mated at around $80 million. 

In view of the fact that government estimates 
of the costs of welfare programs usually have 
heen well under the actual figures, it can be 
expected that a billion dollar estimate is on the 
conservative side. 

For confirmation of this we need but look up 
the history of the Social Security Act which has 
been a myth from its very inception. It started 
out actuarially unsound and the deficit in re- 
serves has never been wiped out. 

In an early period of wild deficit spending 
that brought about a record national debt, a 
check was kept on old age benefit taxes. Under 
the guise of adding to the benefits, more taxes 
were imposed. In recent years, the load on the 
wage earner and employer has been increased 
sharply. 

The 
brought about a rude awakening for millions of 


accompanying inflationary movement 
people who had looked forward to an old age of 
at least moderate living and freedom from want. 
Instead, they found that the tax dollar had 
shrunk to less than half its value in purchas- 
ing power. 

Now, comes the Forand Bill, ostensibly to 
make up this deficit by providing surgical and 
hospital care for these people. Actually, it is 
cnly another move in a campaign to foist so- 
cialized medicine on the American public step by 
step. 

That is why it is so important that the medi- 
cal profession and the public find a way to take 
and by that 
is meant the medical profession, hospitals, every 





care of its aged. Private enterprise 
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medical care, industry, and the consumer—must 
produce a workable plan. 

Such a plan on a national scale can be worked 
out only piecemeal at local levels. This requires 
time. Fortunately, we may be granted the needed 
time. The Forand Bill has the support of labor 
unions, but the measure may not be brought up 
for passage until next year. 

It behooves all of us to see, by working indi- 
vidually and collectively, that we do gain more 
time to work out an acceptable and a construc- 
tive program that will make congressional action 
unnecessary. 

Insurance carriers, including Blue Cross-Blue 
Shield, are rapidly expanding their coverage of 
these older people. According to the Health In- 
surance Association of America, 86 insurance 
companies today are issuing new individual poli- 
cies to those 65 and over. Other ways that insur- 
ance is provided are: 

(1) The continuation of insurance for older 
active workers under group insurance plans; (2) 
the continuation of group insurance for retired 
workers and their dependents generally, with 
part or all of the premium paid by the employer ; 
(3) continuation on an individual policy basis 
of coverage originally provided by group insur- 
ance; (4) new issuance of group insurance at 
advanced ages; (5) the continuation into the 
later years of individual insurance purchased 
in the productive years; (6) the issuance of in- 
surance that becomes paid-up at 65. 

Thus, it would seem that health insurance 
is generally available to the senior citizen. One 
problem is to make the cost more attractive. 

The AMA and its constituent state and com- 
ponent county medical societies are carrying on 
a most aggressive campaign of education. At the 
same time, they are pushing the drive for the 
setting up of facilities that will meet the prob- 
lem without the intervention of government. 

Our education campaign, I regret to say, must 
include hospital administrators and trustees. The 
American Hospital Association, while express- 
iag opposition to the Forand Bill, has adopted a 
defeatist attitude. Under the circumstances, we 
may not have the wholehearted support of the 
AHA in our fight against the measure. 

If voluntary insurance of those over 65 is to 
be successful, we will have to have the full co- 


operation of hospitals in developing a successful 
plan. 
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Obviously, many of those on retirement or with 
a restricted income because of age cannot afford 
the insurance premiums now in force. Likewise, 
the insurance carriers cannot be expected to make 
any substantial reduction in rates for senior 
citizens and to shift the load to other groups. 

It will be up to those who provide the medical 
and hospital services to make a readjustment in 
their charges. Already, we have indications from 
all parts of the country that physicians are will- 
ing to assist by accepting lower fees. In one state, 
the medical society has urged a medical and hos- 
pitalization plan to draft a policy on the basis 
of a 40 per cent reduction in physicians’ fees 
from the average fee schedule. 

The House of Delegates of the ISMS, at its 
1959 annual meeting, paved the way for special 
low medical insurance rates for those over 65 
with limited income. The Society will poll physi- 
cians throughout the state to ascertain if they 
are willing to participate in a Blue Shield plan 
calling for scaled down fees as payments in full. 
Lake County Medical Society, by an overwhelm- 
ing vote, has agreed to do so. 

But it is not enough for physicians alone to 
make sacrifices. We must have similar action by 
hospitals and ancillary services. 

As a matter of fact, hospitals should take the 
lead in reducing the cost of medical care. The 
medical profession has had to take the brunt of 
the complaints against the rising cost of medical 
care although hospitalization costs have been the 
principal factors in the increase. 

In the decade to the end of 1957, the fees of 
specialists and surgeons went up an average of 
21 per cent and those of general practitioners 
rose 34 per cent. On the other hand, hospital 
rates advanced 87 per cent. In the last 20 years, 
physicians’ fees rose 78 per cent but hospital 
rates went up 285 per cent. The general cost of 
living in that period was about doubled. These 
are government index figures. 

We know that wages have risen sharply, that 
food costs have gone up, and that building con- 
struction and equipment are more expensive. 
Nevertheless, hospital administrators must look 
around for avenues of savings rather than to 
higher room and service rates to meet the situa- 
tion. 

In order to give better service, hospitals grad- 
ually shifted from one employee per patient to 
two employees per patient. Additional services 
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not directly related to the restoration of the pa- 
tient’s health have been provided in order to 
make a hospital stay more pleasant. 

The cost of this has been passed on to the bed 
occupants. Maybe it is time to review the situa- 
tion. Perhaps the patient will be satisfied if we 
dispense with some of the frills in order to bring 
down hospitalization costs. 

At one of the earlier sessions today, Dr. Kurt 
Wolff, clinical director of the Galesburg (IIl.) 
State Research Hospital, said mental institu- 
tions are overcrowded with people over 60 who 
do not actually belong there. These patients are 
considered a burden for the general hospital, the 
nursing home, or their families. 

Hospitals are beginning to erect wings to han- 
dle this type of patient more economically and 
with equal efficiency. This trend must be stepped 
up because we are getting more and more geriat- 
ric patients who will require a prolonged stay. 
Many of these people are ambulatory and need 
only medical attention. They and their families 
can provide some of the other services. 

Another thing we can do is to encourage a 
greater use of the out-patient departments, and 
io discourage families from hospitalizing an 
older person merely because his care becomes a 
burden and he carries hospitalization insurance. 
Severance from home attention frequently is 
the last straw that creates a mental problem as 
well. 

We should, as physicians, stress these points 
in our dealings with patients and their families. 
We should, in our hospital meetings, also en- 
deavor to convince hospital authorities that we 
must do everything possible to discourage the 
overutilization of hospital services. 

We also must convince administrators and 
irustees that they stand to lose more by passage 
of the Forand Bill than do physicians. When the 
government takes over the medical care of these 
people over 65 it will not only fix the fees of 
physicians but the maximum rates that will be 
paid to hospitals. 

And, since this would be merely another stride 
toward socialization of medicine, privately oper- 
ated institutions can well become a thing of 
the past. 

But all of the contributions of the medical 
profession and hospitals toward a solution of 
this problem will be useless unless every commu- 
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nity does something about it, too. There is where 
we will find the answer. 

The first step in a grass roots program is to 
make a survey of the situation. How many peo- 
ple are there in the over 65 bracket? How many 
are in a position to meet either fully or partially 
the cost of medical care? How many require as- 
sistance other than that of relatives ? 

Next, inventory the community assets to han- 
dle the problem. What provisions are there to 
take care of chronically ill patients? Are ade- 
quate nursing home facilities available at costs 
within the means of most of those needing at- 
tention? Are there rehabilitation programs that 
will restore handicapped persons to at least a 
partial earning capacity ? 

Industry, we must admit, will not often take 
on aged people unless there is an extreme scarcity 
of labor. So, other work must be provided. Wom- 
en over 65 usually make excellent help in homes, 
or for the taking care of children. Men can do 
odd jobs that require part time employment only. 

Every community shoukl set up a clearing 
house through which the person looking for oc- 
casional work and the person requiring a tempo- 
rary worker can get together. 

Churches and other organized groups should 
unite their efforts in the development of pro- 
grams to take care of our senior citizens. Here 
is an opportunity for physicians to display an 
interest in their communities that goes beyond 
the immediate care of the sick. They should give 
such movements their full support. 

Preventive programs must be pushed. Major 
scourges of the older person are the result of 
faulty diets, poor hygiene, excessive fatigue, and 
aimless living. These must be eliminated through 
education and the establishment of adequate fa- 
cilities. The person over 65 must be given some 
justification for living. 

Once these things are done, thousands of peo- 
ple who otherwise might become public charges 
could be made independent and _ self-sufficient. 
Tax money now being spent for welfare pro- 
grams could be channeled into construction or 
for other useful purposes. The people would be 
better off; the community would be benefited. 

Is it worth the effort for all of us to put our 
shoulders to the wheel? The answer is decidely, 
yes. So, let us get going without delay. We don’t 
have too much time left. 
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The Present Status of 
Dermatologic X-Ray Therapy 


AnTHONY C, CripoLvaro, M.D., NEw York, New York 


HE atomic era, now entering its third dec- 

ade, has brought new advances in practically 
all phases of life. We have observed changes in 
our philosophical concepts as well as in our polit- 
ical, economic, and social activities. Fears of 
death, of monstrosities, and even of the destruc- 
tion of all life on this planet have been ushered 
in by the atomic age. Numerous changes have 
been instituted in the practice of medicine, es- 
pecially in dentistry, roentgenology, and derma- 
tology. These changes have been brought about 
partially because of fear of genetic mutation, 
leukemia, and bone cancer, and partially because 
of the desire of qualified users of ionizing radia- 
tions to eliminate unnecessary radiation exposure 
and to improve our highly effective safety meas- 
ures, 

Soon after the discovery of X-rays and radium, 
just before the turn of the century, physicians 
recorded the dangers and harmfulness of radiol- 
ogy. Ever since the early days of ionizing radia- 
tion, physicians developed a healthy respect for 
the potential danger of these invisible rays, so 
that over the years, protective measures have 
been improving steadily. Every user of X-rays 
or radium knows that any organ of the body can 
he affected adversely by these radiations when 
used improperly and in doses in excess to those 
considered within tolerable ranges. 

But the use of X-rays and radium should not 
be curtailed because of unwarranted fears. While 
people have been harmed, many more have been 
helped. But their use should be reduced when 
not absolutely essential for diagnosis or for treat- 
ment to conform with the standards of the na- 
tional radiation protection committees, Some 
contend that ionzing radiations may shorter the 
life span or cause congenital anomalies, leukemia, 
cancer of bone and thyroid. The indiscrimi- 
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Hospital. Read at the 118th Annual Meeting of the Illi- 
nois State Medical Society. Chicago, May 22, 1958. 


324 


nate use of X-rays and all other ionizing radia- 
tions is no doubt a factor in causing these abnor- 
malities but there are other unknown factors. 
From a study of numerous reports on this sub- 
ject, unequivocal evidence has not been submitted 
to support the contention that the proper medi- 
cal use of X-rays, radium, and isotopes by quali- 
fied physicians has increased the incidence of 
leukemia, thyroid and bone cancer, or congenital 
anomalies ; or that the life span has been short- 
ened. ‘The widespread and indiscriminate use of 
ionizing radiations by unqualified personnel and 
the stepped up rate of atom and hydrogen bomb 
explosions undoubtedly are hazardous to all 
forms of life and should be curtailed. 

In the field of dermatology, X-rays have been 
useful for the treatment of malignant and many 
nonmalignant diseases. They are still useful and 
the good derived from the proper use of X-rays 
and radium in dermatology far outweighs the 
theoretical harm that might result in an occa- 
sional individual. 

Great advances have been made in derma- 
tologic roentgen ray therapy during the past 30 
years, X-ray machines are no longer electrical 
and radiation hazards. Modern equipment is 
thoroughly shielded against electrical and radia- 
tion dangers. The unit of measurement is ac- 
curately defined and instruments for calculating 
dosage are simple to operate. To measure a dose 
of X-rays, we do not have to depend entirely on 
electrical factors such as voltage and milliam- 
perage. No longer is a radiation therapist limited 
to one piece of apparatus. There are specialized 
machines for specific purposes. Thus one can 
employ with equal ease grenz rays, contact X-ray 
therapy, and superficial therapy. There are avail- 
able cathode ray and cobalt therapy machines 
in addition to radium in all sorts of containers 
and almost limitless quantities of radioactive 
isotopes for the treatment of selected diseases 
affecting the skin. Progress during the past three 
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decades in radiological education, in design of 
apparatus, methods of use of ionizing radiations, 
and their limitations has been phenomenal. 

Some physicians are critical of dermatologists 
who use ionizing radiation in their practice. 
What a pity it would be to deny to those who 
need it, a safe therapeutic agent for the relief of 
painful, dangerous, and annoying symptoms and 
the cure of some diseases that could not be ac- 
complished by other means. 

During the past decade, ionizing radiations 
have been used less than formerly because of 
the tremendous progress made in all fields of 
medicine. For example, erysipelas and other 
microbial diseases are easily cured with antibiot- 
ics and the steroids control effectively so many 
pruritic dermatoses, including pruritus of the 
genitals and anus, that X-rays no longer are 
necessary. The same can be said of Mycostatin® 
and other antifungal agents in the treatment of 
monilial and other diseases caused by fungi, and 
the antihistaminics in many allergic dermatoses. 
A better understanding of the nature of disor- 
ders such as the collagen diseases and certain 
types of acne has reduced or eliminated the use 
of X-rays. 

The amount of radiation reaching the gonads 
has been of particular concern to many, especial- 
ly the geneticists. It is agreed that every precau- 
tion should be taken to prevent unnecessary 
radiation from reaching these organs. Some ra- 
diologists have exposed the ovaries of certain in- 
fertile women to promote fertility; where the 
method proved successful, the offspring were 
normal, 

The human population has been exposed to 
natural background and cosmic radiation since 
the beginning of time without apparent harm. 
Now, all humans are exposed to increasing radia- 
tion from test explosions of hydrogen and atom 
bombs. So far, it has not been demonstrated that 
quantities of fallout radiation reaching the earth 
have produced clinically evident harmful effects. 
However, the quantity of radioactivity found in 
bones of humans is increasing constantly and 
milk also shows higher amounts of radioactivity. 
Any additional radiation from the unnecessary 
treatment of any disease or for diagnostic pro- 
cedures should be avoided. 

But the concept that small amounts of radia- 
tion that reach the gonads may cause mutations 
needs to be modified. Unfounded fears and the 
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withholding of ionizing radiations for treatment 
or diagnosis may prove far more harmful than 
the theoretic dangers from mutations. The fact 
that the human race is improving in physical 
and mental status with each generation, even 
though it has been exposed to small amounts of 
naturally occurring ionizing radiations, must 
mean that humans can coexist with small 
amounts of ionizing radiations. Dermatologists 
always have been concerned with this problem 
and have scrupulously covered the genitals with 
lead foil when applying X-rays to any part of 
the body. About 10 years ago, Callaway, Mosely, 
and Barefoot measured the amount of radiation 
reaching the gonads when treating various 
dermatoses with superficial X-rays. It is remark- 
able that their published figures compare so well 
with those obtained by us and others during the 
past few months. 

The amount of radiation reaching the region 
of the gonads during a complete epilation 
amounts to about 20 milliroentgens. For treat- 
ment of acne vulgaris of the face, assuming 
that 16 treatments of 75r each of conventional 
superficial X-rays are given over a period of 
four to six months, only about 60 milliroentgens 
reach the gonads. And when treating a wart with 
1,000r, using a lead mask, conventional shield- 
ing, a cone, and skin focal distance of 15 em. 
only 26 milliroentgens reach the gonads. This 
amount can be reduced to nearly zero by the use 
of modern approved equipment, of cones, angula- 
tion of tube away from gonads, and the use of 
4mm. of lead foil for protection. Thus it is seen 
that the theoretical harmful effects to the gonads 
resulting from the use of superficial X-rays for 
the treatment of malignant and nonmalignant 
skin diseases have been exaggerated and this 
has created unnecessary fears. 

The discovery of X-rays by Roentgen in 1895 
opened a new epoch in the field of medicine. 
These rays soon were used for diagnosis and 
treatment, and today ionizing radiations hold 
a pre-eminent position in dermatologic therapeu- 
tics. One of the most important therapeutic 
agents in the armamentarium of the dermatolo- 
gist is the X-ray machine. He recognizes the 
inherent dangers pertaining to the use of all 
forms of ionizing radiations; yet their proper 
use renders these agents safe. Ignorance, faulty 
technique, overirradiation, underirradiation, im- 
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proper selection of wave qualities, improper 
intervals between doses, and other faults have 
done much to discredit the usefulness of super- 
ficial X-ray therapy. 

The ionizing radiations employed most com- 
monly in dermatology are roentgen rays. Radium 
is used far less frequently than X-rays and 
almost exclusively for cavernous hemangiomas 
and epitheliomas. Only a few dermatologists em- 
ploy radium needles interstitially for cutaneous 
neoplasms. The radioactive isotopes have not, as 
yet, been found of great value by either surface 
or internal application in skin diseases. Thori- 
um-X has been used successfully in few localized 
dermatoses. I doubt its efficacy in nevus flam- 
meus, poikiloderma, alopecia, keloids, radioder- 
matitis, and epitheliomas, as has been reported. 
This agent, with its predominance of nonpene- 
trating radiations, is not suitable for treating 
skin cancer and the radiations are not sufficiently 
penetrating for the treatment of keloids. 

Grenz rays, which are X-rays of extremely 
long wave lengths, having a half-value layer of 
approximately 0.035 mm. of aluminum, are be- 
coming more popular. They are produced with 
kilovoltages varying from 8 to 15. The modern 
tubes are air cooled and have a window of beryl- 
lium or thin glass. Because of the extreme soft- 
ness of these rays, they are incapable of penetrat- 
ing even the skin. All but 15 per cent of the 
incident beam is absorbed in the first millimeter 
of skin. Most skin lesions reach to a depth of 3 
mm., where only 3 per cent of the surface dose 
penetrates, If 300r is to reach a lesion of 3 mm. 
in depth, it is necessary to apply a dose of 
30,000r at the surface. This is sure to cause per- 
manent radiation changes, especially hyperpig- 
mentation and telangiectasia. The concept of 
using unlimited amounts of grenz rays for re- 
current inflammatory dermatoses is erroneous 
and harmful. 

It has been claimed that grenz rays are effec- 
tive in nevus flammeus. I have used these in 
treating this condition and have never been able 
to improve a single lesion. If nevus flammeus is 
treated sufficiently early in life, improvement 
may be seen in the lesion. But in such cases it 
should be ascribed to natural causes rather than 
to grenz rays because, with the passage of time, 
many light lesions of nevus flammeus improve 
spontaneously. Grenz rays have no specific bio- 
logic effects that are not common to all ionizing 
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radiations. Grenz rays are useful for treating 
superficial dermatoses involving the scalp, eye- 
lids, and genital areas and also for recurrent 
pruritic dermatoses and inflammatory eruptions 
in children when it is necessary to protect e- 
piphyses. The total doses and intervals of treat- 
ment should be in general the same as those for 
harder radiations. These nonpenetrating radia- 
tions having similar half-value layers may be ob- 
tained with conventional modern X-ray equip- 
ment designed for superficial therapy and em- 
ploying an X-ray tube with a beryllium window. 
Using voltages of up to 100 KV, it is possible to 
obtain radiations having a HVL of 0.035 mm. 
of Al. 

Contact therapy has been useful especially for 
the treatment of warts, epitheliomas, angiomas, 
and multiple keratoses. However, modern beryl- 
lium window X-ray machines may be used almost 
as well as contact therapy apparatus. There are 
some differences in output and in half-value 
layer between these two types of machines but 
not enough to make any practical differences. 

Cathode rays are useful in such widespread 
diseases as mycosis fungoides and other lympho- 
blastomas, Kaposi’s sarcoma, and the erythro- 
dermas. However, this type of apparatus is not 
absolutely essential in a dermatologic practice. So 
far as I know there is only one such unit in use 
in the United States. 

Radium in the form of plaques is used to a 
limited degree by a few dermatologists in cavern- 
ous hemangiomas and cutaneous neoplasms. 
Formerly, radium was used more extensively 
than at present. With the availability of radio- 
active isotopes, the improvement in design of 
X-ray apparatus, and advances in surgery, 
radium therapy is becoming less popular. 

Many diseases of the skin respond to super- 
ficial X-ray therapy. Only a few illustrative con- 
ditions in different categories are dealt with here. 

ACNE VULGARIS is one of the most com- 
mon diseases that the dermatologist is called 
upon to treat. Patients often are treated by the 
family doctor, the allergist, the gynecologist, the 
endocrinologist, and the beauty counselor. Final- 
ly, the patient with severe acne vulgaris gets to 
the dermatologist. Judicious and proper com- 
bined treatment instituted early could prevent 
pits, scars, disfigurement, discouragement, and 
even psychic depression. 

Many cases of acne vulgaris can be cured 
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without the use of X-rays. However, cases that 
show a tendency to rapid spread, leaving deep 
pits and scars when the pustules involute, and 
those in which deep pustular elements are pro- 
nounced or in which acne cysts are forming, as 
well as all cases of acne conglobata, should be 
given the advantages of X-ray therapy. In addi- 
tion these patients ought to receive appropriate 
topical remedies and systemic and general treat- 
ment such as diet, antibiotics, and hormones. I 
have seen no evidence that X-ray therapy pre- 
disposes to greater scar formation. Early or late 
radiation sequelae do not occur when X-ray are 
employed properly. 

For the past 20 years, I have adhered to more 
or less the same technique. I usually apply to 
each side of the face—after appropriate shielding 
of the hair, eyes, lips, and gonads—75r of low- 
voltage, unfiltered X-rays having a half-value 
layer of between 0.5 and 0.75 mm. of aluminum. 
This type of radiation is obtained from a con- 
ventional superficial therapy apparatus. If a 
beryllium window tube is used, a filter of 0.5 
mm. of aluminum is required. The patient is 
treated each week up to a maximum of 16 treat- 
ments over a period of 24 weeks. At first, treat- 
ments are given weekly, and later the interval is 
increased. In some cases, in which erythema 
develops even after two or three treatments, 
X-ray applications are stopped. They are re- 
sumed when the reaction subsides, if the indica- 
tions still warrant this therapy. In other cases 
it is necessary to give more than 16 treatments ; 
the patient is kept under treatment with modali- 
ties other than X-rays for a period of a year and 
then X-ray treatments are resumed. Occasionally, 
it is necessary to give an additional course of 
eight treatments over a period of approximately 
16 weeks. I have particularly observed some 
patients who received up to a maximum of 2,400r 
and after 20 years, no deleterious effects were 
observed. This statement is not to be construed 
as advocating that it is safe to administer 32 
fractional doses of X-rays in successive weeks for 
acne vulgaris. If X-rays alone are employed, the 
results are likely to be disappointing. I cannot 
overemphasize the importance of employing 
X-ray therapy concomitantly with topical and 
systemic remedies. 

When the back and chest are involved, they 
are treated at the same time that the face is 
exposed. There is no danger of affecting the 
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hemogram or of inducing other deleterious 
effects when the face, chest, and back are exposed 
on the same day. Care is to be taken to avoid 
overlapping. Acne generally involves only the 
sternal area, and it is necessary to expose only 
the midsternum. On the back, however, it is 
necessary usually to expose the area of each 
shoulder and the midportion of the back about 
the region of the first lumbar vertebrae. If these 
points of exposure are measured, the distance be- 
tween focal points should be about 30 cm. The 
focal skin distance should be between 20 and 30 
em. I do not know of any patient with acne, 
treated with X-rays during the past 30 years, 
who developed cancer of the thyroid or bone or 
leukemia or who had defective offspring trace- 
able to the radiation received. Nor have any of 
these people become sterile or developed changes 
in the hemogram. 

TINEA CAPITIS caused by organisms such 
as Microsporum audouini, Trichophyton ton- 
surans, or T. schoenleini that do not respond 
readily to topical remedies should be treated with 
X-ray epilation to obtain a quick cure and pre- 
vent spread of the disease to epidemic propor- 
tions. Children with this disease should be iso- 
lated without delay. Fungicidal ointments often 
are unsuccessful. Waiting for natural immunity 
to develop or for spontaneous cure at puberty is 
uncertain and unscientific, since in the mean- 
time the infected child may contaminate other 
children. 

Temporary epilation with X-rays is a 
procedure, provided it is properly carried out 
and the apparatus is properly calibrated accord- 
ing to accepted physical and biologic standards. 
There is no unequivocal evidence to support the 
contention that treatment of tinea capitis with 
X-rays causes permanent baldness, is harmful 
to the meninges or brain, or causes genetic muta- 
tions. 

The most practical technique is the Kienboeck- 
Adamson five-point method and to each point 
an epilating dose of between 300 and 340r is 
applied. The glabrous skin and the gonads are 
shielded carefully. 


safe 


Failure to cure tinea capitis after X-ray epila- 
tion often is due to poor follow-up treatment. 
All fluorescent hairs seen under the Wood’s light 
should be epilated manually before new hairs 
start to grow. Mild fungicidal ointments should 
be applied for at least two weeks after all fluores- 
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cent hairs have been removed. Infected broken- 
off hairs are loose following an epilating dose of 
X-rays, but are locked in the follicles by edema 
and require removal by forceps. 

A second epilating dose of X-rays rarely is 
required. At least six months should elapse be- 
fore a second epilation is attem~ted. 

NEURODERMATITIS-PSC RIASIS. There 
is considerable controversy regarding the treat- 
ment with X-rays for symptomatic relief of such 
recurrent chronic and pruritic dermatoses as 
neurodermatitis, psoriasis, lichen planus, and 
pruritus ani and vulvae. These diseases should 
not be treated routinely with X-rays. However, 
there are times when a particularly severe attack 
may be terminated quickly by the application of 
a few weekly fractional doses. The danger is in 
applying to the same areas repeated courses of 
treatment over a period of many years. The 
amount of radiation should be limited to four 
to six treatments in any one year to any one 
area. Such courses can be repeated for eight 
years without causing injuries. 

Neurodermatitis and psoriasis sometimes be- 
come so extensive the eruption is universal. They 
may simulate an exfoliative dermatitis. In these 
cases, pruritus is severe and the discomfort un- 
bearable. As an adjuvant to other methods of 
treatment, X-ray therapy often yields gratifying 
results. One third of the body is treated every 
other day with fractional doses. No one arez 
receives more than 75r each week. The white cell 
count may be depressed slightly after such treat- 
ments but the effect on the hemogram can be 
minimized by lowering the voltage and reducing 
the half-value layer. During the past several 
years, whole body irradiation has been employed 
for the treatment of universal eruptions. The 
radiation is nonpenetrating. The HVL is in the 
neighborhood of 0.05 mm. of Al., the kilovoltage 
is from 30 to 100 and the distance about 2 meters 
from the body. The number of roentgens applied 
varies from 100 to 400 and the sites of exposure 
usually are the anterior and posterior surfaces 
of the entire body. This type of irradiation is so 
superficial that changes in the hemogram do not 
oceur, 

When psoriasis or neurodermatitis becomes 
universal, therapy with steroids and antihista- 
minic products often brings about quick remis- 
sions ‘T'ranqguilizers reduce severe pruritus and 


anxiety and induce undisturbed sleep. In these 


diseases, the concomitant use of X-rays along 
with topical and systemic remedies will yield 
the best results. 

PRURITUS VULVAE AND ANI. X-rays 
for the treatment of pruritus vulvae in a preg- 
nant woman should be scrupulously avoided. 
Roentgen rays seldom are used today for pruritus 
about the anus and genitals. Many cases of 
idiopathic pruritus about the genitals and the 
anus respond quickly to local applications of 
steroid preparations. When pruritus is due to a 
monilial infection, it is controlled with Nysta- 
tin®. When it is a manifestation of psoriasis or 
neurodermatitis, appropriate treatment for these 
conditions clears up the pruritus and the cutane- 
ous lesions. 

VERRUCAE. Warts on the soles and about 
the nails respond to X-ray therapy. Contact 
therapy apparatus is particularly useful. I usual- 
ly expose a circular area of one centimeter and 
apply 1,000r of X-rays having a HVL of 0.5 
mm. Al. at one sitting. To a large area I apply 
as little as 600r and to a smaller area as much as 
2,000r. One treatment usually is sufficient. If a 
second treatment is required, I apply half the 
dose after a lapse of one month. Verrucae vul- 
garis of the hands and fingers and filiform and 
digitate warts of the beard usually are treated 
with electrosurgery. Warts about the genitals 
respond exceptionally well to treatment with 
podophyllin. 

Perhaps the greatest field of usefulness of 
X-rays is in the treatment of the lymphomas, 
especially mycosis fungoides and leukemia cutis. 
Leukemia cutis is rare, but cases have been re- 
ported in which there is no evidence of leukemia 
anywhere in the body except in the nodules of 
the skin. Then, months or years later, blood and 
the lymph nodes show definite signs of involve- 
ment. Cutaneous nodules respond remarkably 
well to irradiation. When they are small, nu- 
merous, and scattered over large areas of the 
body, it is necessary to divide the body into thirds 
and treat a third every other day, as is done with 
widespread inflammatory dermatoses. A dose of 
75 to 100r generally is sufficient for resolution 
of most lesions. When the nodules are large and 
there are only a few of them, a single dose of 
200r once every two weeks to each lesion, closely 
shielded, suffices. Sometimes the lesions respond 
to one treatment; in other cases, several doses 
are required. Deeper lesions require a filter of 
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1 to 3 mm. of aluminum. These patients should 
be under the supervision of a hematologist and 
should have periodic blood counts and examina- 
tion of sternal bone marrow. 

MYCOSIS FUNGOIDES presents a unique 
problem. There is no agent that is as effectual in 
prolonging life and keeping patients symptom 
free as X-ray. Nitrogen mustard and its related 
drugs, tartar emetic, and radioactive phosphorus 
are inferior to and more hazardous than X-rays. 
Patients with extensive lesions are treated in the 
same way as those with universal dermatoses. 
The body is divided in thirds and each portion 
receives a dose of X-rays each week consisting of 
75r of conventional superficial X-rays with a 
HVL of about 0.5 mm. Al. However, most pa- 
tients with mycosis fungoides have only a few 
scattered tumorous lesions. These are treated 
separately. The normal surrounding skin is 
shielded, and many tumors respond to a single 
dose of 200 to 300 r of conventional low-voltage 
X-ray therapy. Only the thicker lesions require 
a filter of 3 mm. of aluminum. Occasionally it 
is necessary to give three or four treatments, 
administered once every two weeks. Some of the 
rapidly growing ulcerative lesions require tre- 
mendous doses of highly filtered X-rays, and 
even this does not stop the progress of the dis- 
ease. Ordinarily, however, mycosis fungoides 
responds well to relatively small doses. The treat- 
ments have to be continued as long as new le- 
sions develop. It is remarkable how rarely radio- 
dermatitis is seen in patients with longstanding 
mycosis fungoides. Eventually, lymphosarcoma 
or reticulum-cell sarcoma develops in many areas 
of the skin and other organs and death soon 
ensues, 

IDIOPATHIC MULTIPLE HEMOR- 
RHAGIC SARCOMA OF KAPOST is a rare 
disease and usually has only cutaneous manifes- 
tations. However, some patients have multiple 
foci in various organs. In some cases, either 
lymphosarcoma or some other lymphoma occurs 
in patients who have had Kaposi’s sarcoma for 
years. No therapeutic procedure gives such satis- 
fying results as X-rays. When the lesions are 
superficial and multiple and involve an exten- 
sive area of an extremity, the whole extremity 
is exposed to radiations from a conventional 
superficial apparatus. Doses of 75 to 100r are 
given at weekly intervals. When the tumors are 
large, deep, and scattered they are treated indi- 
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vidually. Doses of 200 to 300r are administered 
every two weeks for a total of four to six treat- 
ments. Kaposi’s sarcoma is relatively radiosensi- 
tive; it rarely is necessary to give as many as six 
treatments. Occasionally, ulcerative lesions occur 
and these respond more slowly to radiation alone. 
Supportive treatment with the use of elastic 
bandages and elevation of the extremities is 
helpful. When the disease involves many areas 
of the body, including the viscera, the prognosis 
is poor, and little can be expected from radiation 
therapy. In some cases, amelioration of the dis- 
ease has followed therapy with radioactive iso- 
topes, nitrogen mustard and related substances, 
hormones, or penicillin. Fromer has reported 
good results in some cases of Kaposi’s sarcoma 
and mycosis fungoides treated with cathode rays 
that had failed to respond to ordinary X-rays. 

One of the earliest lesions to be treated soon 
after X-rays were discovered was carcinoma of 
the skin. It was soon learned that all types of 
cutaneous cancers, exclusive of the melanomas, 
respond extremely well to irradiation. 

BASAL CELL EPITHELIOMA. An ordi- 
nary basal cell epithelioma, having a diameter of 
1 cm. or less, responds well to irradiation with 
various techniques. I prefer to apply a total dose 
of 4,200r° of X-rays over a period of two weeks 
in divided doses, using conventional superficial 
X-rays with a half-value layer of approximately 
0.75 mm. of aluminum. Six treatments of 700r 
each are given every other day. The opening in 
the lead shield is 0.5 em. larger than the lesion. 
Regardless of how small the lesion is, the diam- 
eter of the opening in the shield is never small- 
er than 1 cm. For areas smaller than this the risk 
of miscaleulating the dose is great. When the 
lesions are deeper and larger, having a diameter 
of 2 em. or more, a smaller total dose of harder 
radiations is employed Six treatments of 600r 
each are given every other day. X-rays are fil- 
tered through 3 mm. of aluminum. In shielding, 
care is taken that at least 0.5 em. of normal sur- 
rounding skin is included in the irradiated field. 
These techniques, total dosage, radiation quality, 
intervals of treatments, and shielding apply to 
most basal cell epitheliomas. The factors of treat- 
ment can be varied and modified without risking 
failure of cure, provided the basic principles un- 
derlying the particular technical method are ad- 
hered to. 

SQUAMOUS CELL EPITHELIOMAS. In 
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treating lesions of small size, having a diameter 
of less than 1 cm., it is well to increase the 
total dose up to 4,800r. To minimize the local 
roentgen reaction, a treatment of 600r for a total 
of eight doses is given every second day. Protrac- 
tion permits a larger total dose with minimal 
cutaneous reactions. Deeper lesions are treated 
with filtered X-rays, and larger lesions require 
a smaller dose of filtered X-rays. It usually is 
sufficient to give 500r every second day for eight 
treatments, using a filter of 3 mm. Al. 

Squamous cell epitheliomas of the lips respond 
satisfactorily to radiation. The principles of 
treatment are the same as those for squamous 
cell epithelioma of the skin, It is essential that 
uninvolved mucous membrane, tongue, gum, 
and teeth are well protected with lead foil. If 
palpable submental or submaxillary nodes are 
present, surgery is preferred to irradiation, The 
treatment of carcinoma of the tongue and other 
intraoral lesions is not within the realm of the 
dermatologist. 

Many skin diseases respond well to radiation, 
including angiomas, blastomycosis, bromidrosis, 
keloids, sycosis vulgaris, seborrheic dermatitis, 
and rhinoscleroma. The method of treating these 


disorders with ionizing radiation are described 
in standard textbooks on this subject. * 


CONCLUSIONS 


Roentgen rays remain useful in treating some 
> A Db 


diseases of the skin. Many types of apparatus 
are available today to the dermatologist so that 
he can employ different qualities of radiation at 
different intensities for specific purposes. He has 
available many sources of ionizing radiation 
other than X-rays for treating benign and malig- 
nant skin diseases. The present trend in cuta- 
neous roentgenotherapy has been to use ionizing 
radiation more specifically and less routinely. 
Only a few diseases have been discussed to illus- 
trate their usefulness. It would be a step back- 
ward to accept the edict that X-rays are no long- 
er useful in dermatologic practice. The modern 
dermatologist uses X-rays with greater skill, 
greater knowledge, and greater accuracy than his 
forebears; he is much more discriminating and 
can predict better what the results of his treat- 
ment are going to be. Injuries from overirradia- 
tion are far less common than formerly. Our pa- 
tients are entitled to the best therapeutic proce- 
dure that medical science has to offer. Some skin 
diseases are best treated with ionizing radiations. 
It is inconceivable to me how dermatology could 
be practiced without the benefit of an X-ray ap- 
paratus. In short, ionizing radiations are essen- 
tial to dermatology. Radiation therapy for der- 
matologic disorders is keeping pace with the 
progress reported in all other phases of medicine 
in this atomic era. 

40 KE. 61st St. 
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Agglutination Tests in Patients and 
Families with Rheumatoid Arthritis 


FrANK R. Scumip, M.D., Cuicaco 


Dr. Frank R. Schmid: Serologic testing pro- 
cedures for diagnosing rheumatoid arthritis date 
back to 1930 when Cecil and co-workers showed 
that the sera from some rheumatoid arthritis 
patients would agglutinate hemolytic streptococ- 
ci. This phenomenon subsequently has been 
shown to occur with pneumococci and some other 
bacteria. In 1946, Wallis substituted colloidal 
particles that agglutinated when mixed with 
sera of some rheumatoid arthritics. Six years 
earlier, Waaler utilized sensitized sheep cells for 
agglutination by rheumatoid sera. It was not un- 
til 1948 that Rose, Ragan, Pearce, and Lipman 
made this test practical as a diagnostic procedure 
by using serial dilutions of the patient’s serum 
in combination with sensitized sheep cells. The 
cells were sensitized with a subagglutinating 
dose of rabbit antibody formed against sheep 
cells, The test requires preliminary destruction 
of serum complement and removal of interfering 
heterophile antibodies. Agglutination was found 
in as many as 65 per cent of rheumatoid pa- 
tients. 

In 1954 Svarz, Ziff, and others observed that 
by using only the euglobulin portion of sera 
from rheumatoid subjects, about 80 per cent 
positive results could be obtained in the sensi- 
tized sheep cell agglutination system. Moreover, 
false positive results were decreased, using this 
modification. It also has been observed that red 
blood cells pretreated with tannic acid will ab- 
sorb normal human gamma globulin and will 
agglutinate in the presence of sera from some 
rheumatoid arthritis patients. Plotz and Singer 
in 1956 noted that latex polystyrene particles 
also absorb normal human globulin and will ag- 
glutinate in the usual test system — the so- 
called latex agglutination test currently available 
in many clinical laboratories. This procedure 
does not require prior adsorption of the hetero- 
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phile antibody or destruction of complement and 
gives over 70 per cent positive results in rheuma- 
toid arthritis patients. 

The essential reagents in all these systems is 
a factor in rheumatoid serum that combines with 
a source of gamma globulin. The particle serves 
only as a carrier for the globulin. A demonstra- 
tion of this takes place when sera from some pa- 
tients with high titers of rheumatoid factor pre- 
cipitate spontaneously in the cold with their own 
gamma globulin without requiring a particle for: 
the agglutination. 

The inhibition test, as proposed by Ziff, is a 
more tedious refinement of the procedure, and 
perhaps is the most accurate test available, al- 
though not generally applicable to widespread 
clinical use at this time. The test is dependent 
on the fact that there is in normal serum a fac- 
tor that will inhibit agglutination by the rheum- 
atoid factor. A known amount of rheumatoid 
factor is added to serial dilutions of the test se- 
rum. Normal serum will inhibit the agglutination 
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induced by the added rheumatoid serum, where- 
as serum from a rheumatoid patient cannot in- 
hibit the agglutination. 

The rheumatoid factor has been found to re- 
side in the gamma globulin fraction of the pa- 
tient’s serum. Ultracentrifugation studies show 
it to be a protein of high molecular weight 
(about 1,900,000) with a sedimentation con- 
stant of 19. The bulk of the gamma globulin has 
a smaller molecular weight of 150,000 and 
sedimentation constant of The 19-S compo- 
nent contains antibodies but it is not known 
whether the rheumatoid factor is an antibody. 

Agglutination tests do not reflect activity of 
the rheumatoid disease process, and correlate 
poorly with the age or sex of the patient. The 
test is said to be less frequently positive in chil- 
dren or early the clinical course of the dis- 
ease. But Ziff, using the inhibition test previous- 
ly alluded to, found the test positive in early 
cases and in over 90 per cent of rheumatoid chil- 
dren tested. Positive results seem to correlate 
best with the presence of rheumatoid nodules 
and with the severity of the bone and joint de- 
struction. 

Certain patients who have other diseases with 
high levels of gamma globulin may give false 
positive agglutination tests for rheumatoid fac- 
tor. The incidence of such false positive tests 
varies in published reports, but there is general 
agreement that it is present in some other col- 
lagen disorders, liver disease, and some gran- 
ulomatous conditions and distinctly uncommon 
in other conditions. Positive tests are reported 
in some series in 28 per cent of patients with dis- 
seminated lupus erythematosus, in 7 per cent 
with scleroderma, in 3 per cent with polvarteritis 
nodosa, and in 16 per cent of patients with in- 
fectious hepatitis. Six of 61 patients with sar- 
coidosis were reported to have positive aggluti- 
nation tests when human gamma globulin was 
used in the test system. Agglutination did not 
occur when animal (rabbit) gamma globulin was 
used. Two cirrhotic patients had positive tests 
using sensitized sheep cells. They reacted like 
rheumatoid patients, in that agglutination oc- 
curred with human and animal gamma globulin. 
Agglutination tests are not often positive in an- 
kylosing spondylitis, Reiter’s syndrome, or psor- 
iatic arthritis, conditions included by many in 


the rneumatoid syndrome. 
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I would like to discuss briefly our experience 
with 140 relatives of patients with rheumatoid 
arthritis who were tested for the presence of the 
rheumatoid factor. It has been stated that there 
is a small but significant increase in incidence of 
this disease in close relatives of patients with 
rheumatoid arthritis — perhaps 3 to 4 per cent 
as compared to 1 per cent in a control group. Of 
the 140 relatives studied, 16 had symptoms of 
arthritis, leaving 124 patients who were asymp- 
tomatic. Almost 17 per cent of the asymptomatic 
relatives had positive tests — a satistically sig- 
nificant finding when compared to the control 
group of 157 individuals with a 5 per cent in- 
cidence of positive tests. Of the 16 relatives with 
symptoms, four had rheumatoid arthritis, one 
probable, and 11 possible rheumatoid arthritis 
according to the classification of the American 
Rheumatism Association. There seemed to be 
a somewhat higher incidence of positive tests in 
the male relatives of rheumatoid patients. There 
was no correlation with age. 





Number Per cent 
Number’ Positive Positive 
All Relatives* 140 28 20 
Asymptomatic 124 21 16.9 
Controls 157 8 say | 


*Parents, 44; Offspring, 36; Siblings, 60. 





The investigation should be considered a pilot 
study and no definite conclusions drawn as to 
mode of inheritance of the rheumatoid factor (if 
such be the case). The speculations are intrigu- 
ing, however. One family showed a particularly 
high tendency for the rheumatoid factor as evi- 
denced in the following pedigree : 

MALE FEMALE 


S Patients with arthritis clinically 
and positive rheumatoid factor 


YY Asymptomatic patients with pos- 
LA itive rheumatoid factor 





* O 


200e@. 


Nicholas J. Cotsonas, Jr., Associate Pro- 
= of Medicine: Does steroid therapy affect 
the titer of the rheumatoid factor ? 

Dr, Schmid: No. If the patient is in a true 
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remission, however, there may be a decrease in 
titer, or occasionally, a disappearance of the fac- 
tor. 

Dr. Sherman Weissman, Resident in Medi- 
cine: Have you observed an individua’ with a 
negative agglutination test convert to positivity ? 

Dr. Schmid: We have seen patients who had 
negative tests early in their disease later convert 
to positive reactions. 

Dr. Randall L, Mann, Instructor in Medicine : 
Has the rheumatoid factor been observed in 
synovial joint fluid ? 

Dr. Schmid: Yes, where looked for. It prob- 
ably reflects only the transudation of serum pro- 
teins into the inflamed joint spaces, and not a 
site of production of the factor. 

Dr. George Gee Jackson, Associate Professor 
of Medicine: Could not these tests be measuring 
a constitutional or metabolic defect rather than 
an immunological reaction ? 

Dr. Schmid: This is not known at this time. 
There is evidence that individuals have geneti- 
cally specific gamma globulin probably arising 
from a single gene locus. Other serum proteins, 
such as absence of gamma globulin and fibrino- 
gen, are under genetic control. The rheumatoid 


factor is another protein but is found only in 
patients with rheumatoid arthritis or in their 
families and sometimes in a few other conditions 
that have been mentioned. 


Dr. Weissman: Has the rheumatoid factor 


been found in the first few days of life? 
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Dr. Schmid: We have studied the cord blood 
of two infants with rheumatoid arthritic moth- 
ers. One child had the factor. We have not pur- 
sued this sort of study any further. 

Dr. Burton R. Andersen, Resident in Medi- 
cine: What is considered a significant titer? 

Dr. Schmid: For each system and laboratory, 
there are variations. Using the sensitized sheep 
cell test a positive titer is 1:14 and with the 
latex fixation test a significant titer is 1:20 or 
higher. 

Dr. Jackson: Is it not generally true that the 
more sensitive the test the greater the incidence 
of false positive results ? 

Dr. Schmid: This is not the case with the in- 
hibition test; the incidence of false positives is 
less than 5 per cent, the same as less sensitive 
methods. 

Dr. Hans G. Grieble, Chief Resident in Medt- 
cine: Have you ever seen high agglutination 
titers revert to normal levels? 

Dr. Schmid: No. In our experience the titer 
usually has decreased but has never returned to 
normal. It may very well do so in a complete re- 
mission. 

Dr. Alan R. Aronson, Research Fellow wm 
Medicine: Our group has followed two patients 
with disseminated lupus erythematosus who had 
high titers for the rheumatoid factor while they 
had severe arthritis, and in both cases the titers 
returned to normal when the joints were no 
longer actively involved. 





Toxic Effects of Drugs 
Used in the Treatment of 
Cardiovascular Disease 


ARNOLD S. Moe, M.D., East St. Louis 


he drugs used in the treatment of cardiovas- 

cular disease usually are safe when pre- 
scribed in proper dosage and with certain pre- 
cautions. However, the treatment of heart disease 
itself differs in a number of ways from that of 
other pathological states. One important dif- 
ference is that treatment generally is continuous. 
Digitalis, quinidine, and the antihypertensive 
drugs—in association with salt free diets and 
diuretics—may necessarily be used for months, 
years, or a lifetime. The physician who has 
brought a patient from a state of severe cardiac 
decompensation to a near normal state of com- 
pensation often is loath to discontinue the use 
of certain drugs for fear of precipitating a re- 
currence. 

One of the main reasons for the development 
of toxic effects in long term treatment is the 
employment of the so-called maintenance dose, 
or that amount of a drug given daily over a long 
period as advocated in a textbook, a report in a 
medical journal, or even in a drug circular. 
Fortunately, this dose fits most patients. How- 
ever, when we remember we are treating a dis- 
ease that affects individuals of all ages and sizes, 
that we are dealing with the heart in all of its 
pathological states, and that the associated pa- 
thology involving lung, kidney, or vascular sys- 
tems is different in each case, it becomes obvious 
that each case must be individualized. 

Digitalis is the most widely used drug in 
cardiac treatment. It also is probably the most 
misused. Hoesley and Luan’, in an excellent re- 
view of the use of digitalis, state the causes of 
digitalis intoxication succinctly: (a) inaccurate 
history, (b) inflexibility, (c) confusion, (d) 

Presented before 118th Annual Meeting, Illinois 
State Medical Society, Chicago, May 20, 1958 
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hurry. They mentioned cases where patients were 
given large doses of a form of digitalis by two 
different physicians on the same day. However, 
it is commonly true that a patient who has been 
under treatment for heart disease for a long time 
knows whether or not he is taking digitalis. If 
not, a hospital record may sometimes be found 
or it may be possible to get this information 
from the patient’s druggist. 

The idea of inflexibility applies quite well 
to the considered infallability of the mainte- 
nance dose referred to above, and the reluctance 
to change or discontinue treatment. Craig, Lown 
and Levine? recently stated wisely “Average dose 
formulas, as well as other dogmatic over-simpli- 
fication in prescriptions of digitalis drugs, dis- 
regard biologic variability.” They also make the 
observations that the margin between therapeu- 
tic and toxic doses narrows as the severity of 
heart disease increases, and the fact that potas- 
sium ion depletion renders the heart much more 
sensitive to digitalis. 

Confusion applies to the indiscriminate use 
of all digitalis preparations. A number of excel- 
lent reviews of the different types of glycosides 
have been presented by Batterman and Degraff’, 
by Eichna and Taube*, and Kay®. All agree that 
toxicity may develop with any of these prepara- 
tions and that the wise physician learns all he 
can about one or two digitalis preparations and 
uses them discreetly. In hurrying to treat the 
patient, the physician may be seeking too much 
too soon. A notable example of this was a method 
of treatment devised by some of the interns on 
the medical service encountered during the 
writer’s residency. This “treatment”— called 
the “Molotov Cocktail”—consisted of 10 cc. of 
aminophyllin, 2 ce. of meralluride, and 8 ce. of 
lanatoside C mixed in the same syringe with 
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50 cc. of 50 per cent glucose. It was given 
intravenously to patients in a severe state of 
cardiac decompensation, especially if admitted 
to the hospital after midnight. Some of these 
patients were found to be remarkably improved 
by the following morning, but it is difficult to 
say how many were not so fortunate. 

The usual danger signs in the use of digitalis 
are well known but infrequent signs and symp- 
toms may not be recognized. In cor pulmonale, 
Ferrer®. et al., never uses rapid digitalization lest 
pulmonary arterial pressure increase too rapidly. 
In the first place its use may or may not help. 
This applies equally to cases of mitral stenosis of 
severe degree in whom pulmonary edema may 
be precipitated. Kay® reports that in cases of 
rheumatic myocarditis with a fast regular 
rhythm, improvement may be obtained with 
digitalis without appreciable slowing of the 
heart rate. Digitalis must not be pushed to the 
intoxicating level only in an attempt at achieve- 
ment of a slower rate. Cases of thyrotoxicosis 
with auricular fibrillation also may be helped 
despite a fast ventricular rate. 

Crouch and co-workers’ reviewed 100 cases of 
digitalis intoxication. They found that the 0.2 
mg. of digitoxin used as a daily maintenance 
dose was prone to prove toxic and, that the single 
dose method of full digitalization often results 
in toxicity with any kind of digitalis prepara- 
tion. Of the 100 patients, 20 per cent had symp- 
toms without signs of digitalis intoxication and 
59 per cent had symptoms with signs. Of the 
group 21 per cent had signs of toxicity alone; 
it is in such groups that the physician must seek 
and be able to recognize toxic signs. 

Practically all types of arrhythmia may be 
produced by digitalis intoxication. These include 
premature ventricular contractions, begeminal 
rhythm, premature atrial contractions, sinus 
tachycardia, auricular fibrillation, first degree 
heart block, second degree heart block, complete 
heart block, ventricular tachycardia, paroxysmal 
auricular tachycardia, auricular flutter, wander- 
ing pacemaker, and ventricular fibrillation. In 
the group of 100 patients, of 27 deaths, seven 
were due to digitalis intoxication. 

In their excellent review, Hoesley and Luan’, 
offer a few more important points. In their 
Opinion, the history was more important than 
signs, symptoms, and the electrocardiogram ; 
large initial doses cannot be followed by addi- 
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tional large doses until assessment of earlier 
treatment has been evaluated. They noted fur- 
ther that signs of toxicity following vigorous 
diuresis are due mainly to potassium depletion 
and if this depletion already exists or is sus- 
pected in a previously edematous patient, digi- 
talis must be used with extreme care. Cases need- 
ing special observation include those in whom a 
pre-existing arrhythmia disappears after digi- 
talization and then reappears, or those in whom 
an increased rate occurs during maintenance 
therapy previously well controlled. In such cases 
it is safer to withhold digitalis for two or three 
days before increasing the dose. Be wary of 
cases with previously irregular rhythm, chang- 
ing to a regular rhythm, but at an increased 
rate. 

As recently as two weeks ago a patient was 
seen in our office, referred by a public aid agency 
for cardiac evaluation. She said she was taking 
two digitalis tablets (a leaf preparation) daily. 
The fact that she exhibited bigeminal rhythm 
suggested digitalis intoxication. Further ques- 
tioning revealed that she was first told to take 
two digitalis tablets three times daily. After 10 
days she was scarcely able to talk. She reported 
this to her physician by telephone; he then 
advised her to take three tablets daily. After a 
few weeks the patient herself decided to reduce 
the dose to two tablets daily and had continued 
this for several months. Obviously, this dose was 
too large for her. 

The final answer to the cause of digitalis 
intoxication is closer to solution now than ever 
before. The importance of the potassium ion is 
becoming more apparent. This was discussed 
thoroughly in a preliminary report by Keyl.® 

The following case is presented to illustrate 
some rather severe toxic effects caused by the 
injudicious use of digitalis. 


The patient, a 60 year old white clerk was seen in 
the office on August 2, 1952. He stated that in Novem- 
ber of 1949, he had suffered a “heart spell” character- 
ized by rapid beating of the heart. There had been 
no dyspnea or chest pain. He was started on a digitalis 
leaf preparation from the first day of the attack and 
finally was put on a maintenance dose of “one and one- 
half tablets” per day with instructions to increase this 
by a tablet a day if the heart should beat more rapidly 
than usual. About one month before his first visit to 
our office he suddenly began to speak nothing but 
nonsense. He had no control over this situation, which 
continued to recur, persisting a day or two at a time. 
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His eyes were irritated by bright lights and his desk 
blotter, which he knew to be green, appeared purple. 
As a result of this and other visual disturbances, 
he was referred by his physician to an eye specialist 
who could find nothing to explain the symptoms. 
The patient then decided to seek further consultation 
and went to other eye specialists, each of whom told 
him that examination of his eyes failed to reveal the 
cause of his visual disturbances. About this time the 
patient began to suspect that the digitalis had some- 
thing to do with his eye trouble and mentioned this 
to his physician. He was told then, as he had been told 
many times before, that he must not stop digitalis 
for fear of starting another “heart spell.” At no time 
did he have any evidence of anorexia or nausea. 


Physical examination revealed a well nourished, well 
developed white male. There were no obvious ab- 
normalities of eyes, ears, nose, throat, neck, or thyroid. 
Respiration was normal and lungs were clear. Blood 
pressure was 144 mm. systolic and 84 mm. diastolic. 
Examination of the heart revealed an apex rate of 
94 per minute and regular rhythm. A loud, rough sys- 
tolic murmur was heard over the entire precordial 
area. The abdomen was negative. There was no periph- 
eral edema. Fluoroscopic examination revealed a 
heart of normal size and contour. There was a calci- 
fied area in the aortic arch about two cm. in diameter. 
The lungs were clear and diaphragmatic movement 


was normal. 


Digitalis was stopped on August 2, 1952. Six days 
later the patient felt his color vision was improving. 
The apex rate at this time was 90 per minute. On 
August 16, 1952, he felt much better and was then able 
to distinguish almost all colors. There was no waver- 
ing of the peripheral visual which he had 
noticed earlier. However, the patient did not feel that 
normal vision had been completely restored until six 
weeks after stopping digitalis. At this time the apex 
rate of the heart was 66 per minute. The patient was 
last seen on March 1, 1958, feeling well, with a car- 
diac apex rate of 65 per minute and having had no 


fields, 


further “heart attacks.” 


The first electrocardiogram on August 2, 1952 
(Figure 1), showed extreme prolongation of auricular 
ventricular conduction of 0.40 seconds. The U-shaped 
ST segments and depression of ST junctions are 
weeks later AV 
conduction was 0.24 September 13, 16 
weeks after the first electrocardiogram, AV 
tion 0.20 and all evidence of 


effect had disappeared. 


indicative of digitalis effect. Two 
seconds. On 
conduc- 
digitalis 


was seconds 


The clinical course in this patient suggests 
that the original “heart spell” was probably 


an episode of paroxysmal tachycardia, which, 
in association with a loud rough murmur, might 


appear to be evidence of severe cardiac disease. 


Digitalis was prescribed overenthusiastically. 
Moderate tachycardia of 94 per minute in the 


presence of extreme prolongation of the AV con- 
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Figure 1 


duction certainly is evidence of severe digitalis 
intoxication, especially in view of the fact that 
six weeks after stopping digitalis the pulse had 
dropped to a rate of 65 per minute. The widely 
publicized yellow vision as evidence of digitalis 
intoxication obviously is not the only visual dis- 
turbance that may be caused. This case also 
suggests that toxic effects of digitalis do not 
necessarily progress from the usual early evidence 
of anorexia, nausea, and vomiting to the more 
unusual and severe symptoms. 

Quinidine, a useful and widely used drug, 
especially in the treatment of cardiac arrhyth- 
mias, is known to give rise to many toxic symp- 
toms. Its use is not predicated on the presence 
of cardiac decompensation necessarily, but it 
often is employed in an attempt at preventing 
heart failure. This drug probably is given elec- 
tively far more often than is digitalis. Toxic 
effects range from mild to lethal. One advantage 
quinidine has over digitalis is its noncumulative 
effect, but a distinct disadvantage lies in the fact 
that a single, relatively small dose may be fol- 
lowed by disaster. Levine® mentioned three cases 
seen in his practice, whose deaths were attributed 
to quinidine administration; postmortem failed 
to show emboli or mural thrombi. He stated that 
death may result either from cardiac arrest or 
respiratory failure. All of his fatalities occurred 
in patients with mitral stenosis. 

Beckman’ lists the following common toxic 
effects of quinidine: nausea, vomiting, epigastric 
distress, headache, diarrhea apprehension, tin- 
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nitus, palpitation, mental depression, flushing, 
and sweating. Less commonly occurring symp- 
toms are visual disturbances, extreme excitement, 
fever, and various types of rashes and urticaria. 

Freedman" and co-workers reported a case 
of hemolytic anemia attributed to quinidine. 
Thompson” reported 611 cases collected from 
the literature in whom quinidine was thought 
to be the cause of death in 2.1 per cent of the 
cases, 

A disquieting toxic effect of quinidine is its 
known tendency to produce ventricular arrhyth- 
mias as a complication of the treatment of 
atrial arrhythmias or premature ventricular con- 
tractions. On the other hand, quinidine has long 
been advocated as an effective treatment of ven- 


tricular dysrhythmias. Beckman’ states that 


“ventricular tachycardia responds very well to 
quinidine therapy.” Levine’’, in discussing ven- 
tricular tachycardia, makes the statement that 
“quinidine as almost a specific drug for this 
type of tachycardia.” 

In view of this, the following case certainly 
presents a paradox. 


The patient, a 53 year old white male, had been 
observed in the office for five years for episodes of 
tachycardia. On January 17, 1950, he was admitted to 
the hospital for treatment of an episode of tachycardia 
that had lasted longer than usual. Physical examination 
revealed a well nourished, well developed white male. 
Skin, head, nose, and throat were normal. 
Thyroid was not unusual. Lungs were clear. Respira- 
tion was of normal depth without evidence of dyspnea. 
was 138 and 89 mm. 


eyes, ears, 


Blood pressure mm. systolic 


Figure 2 
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diastolic. Examination of the heart revealed an apex 
rate of 146 per minute. The tones were rather soft. 
No murmurs were heard. Blood counts and urinalyses 
were normal. Basal metabolic rate done at a previous 
office visit was minus 11 per cent. Electrocardiogram 
done ‘at the office just before admission showed ordi- 
nary auricular tachycardia. On the day after admis- 
sion, quinidine was started in doses of 0.2 grams every 
four hours day and night. In 24 hours the dose was 
increased to 0.3 grams every four hours, but the heart 
rate continued at 120 to 140 beats per minute. On 
January 23, four days after starting quinidine, the pa- 
tient complained of feeling tired and weak. The apex 
rate was 240 per minute. Electrocardiogram (Figure 2) 
revealed ventricular tachycardia. Quinidine was stopped 
at once. Electrocardiogram on January 28, revealed an 
auricular fibrillo-flutter with a ventricular rate of about 
110 per minute. The patient failed to improve and on 
January 29, was started on digitoxin, 0.2 mg. three 
times daily. On January 31, the electrocardiogram re- 
vealed a ventricular rate of 70 per minute. At this 
time he felt well and was discharged. He was kept on 
a maintenance dose of digitalis leaf 0.1 grams daily. 


Ventricular tachycardia in this case apparently 
was caused by quinidine and probably repre- 
sented an idiosyncrasy to the drug. We can only 
surmise what would have happened had he ex- 
hibited ventricular tachycardia on admission and 
had then been treated with quinidine. 

In treating hypertension, we are dealing with 
the field probably most commonly associated 
with clinical heart disease. As recently as a few 
years ago the primary remedy was phenobarbital. 
We all remember the new hope engendered by 
the development of new hypotensive drugs. How- 
ever, we again find ourselves limited by toxic 
effects encountered in their use and the literature 
is voluminous with such reports. 

Hexamethonium was the first widely used 
ganglionic blocking agent and, while effective 
in lowering blood pressure, is certainly used 
much less commonly now. Paine’ listed some 
of the toxic effects, including constipation, dry- 
ness of the mouth, and blurring of vision. These 
symptoms mav be tolerable if a concomitant, 
controllable reduction of blood pressure is ef- 
tected. However, he reports more serious effects 
encountered such as paralytic ileus, prostatic 
obstruction, eustachian tube obstruction, and 
salivary duct obstruction. Even more dangerous 
is the sudden extreme drop in blood pressure 
when a patient with advanced atherosclerosis 
assumes a standing position. Blood pressure 
determination by the patient at home has helped 
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to some degree in preventing calamities, but one 
wonders how many unreported cases of cerebrai 
vascular accident, myocardial ischemia, or bad 
falls have occurred in patients taking hexame- 
thonium. 

Fishberg*® lists some important contraindica- 
tions to the use of hexamethonium and other 
ganglionic blocking agents—namely: a) Cases 
with diastolic pressure of less than 100 mm. 
systolic, b) patients over 60 years of age, c) 
symptoms of coronary insufficiency, d) severe 
cerebral atherosclerosis, e) a history of cerebral 
thrombosis, f) non-protein-nitrogen over 50 mg. 
per cent, g) prostatism, h) myocardial infarction 
within six months, and i) patients with organic 
pyloric obstruction. If the drug is prescribed 
with these contraindications well in mind the 
number of instances of calamitous results with 
the use of hexamethonium and other ganglionic 
blocking agents may be reduced appreciably. 
However, this imposing array of containdica- 
tions also reduces the usefulness of the drug 
to a considerable degree. 

Mecamylamine, another ganglionic blocking 
agent, is considered much less toxic. However, 
Furste and co-workers’® reported four cases 
encountered within a few months suggestive of 
acute surgical abdomen, which they attributed 
to its use. In March of this year we observed 
the same syndrome in a patient of ours who had 
severe abdominal cramps, abdominal tenderness, 
and rebound tenderness. After stopping the drug, 
all symptoms disappeared after about 10 days. 

Hydralazine, an anticholinergic agent, seemed 
to offer renewed hope for the treatment of hyper- 
tension, but the number of side effects and toxic 
effects are numerous. Milder reactions such as 
dizziness, tachycardia, palpitation, headache, and 
numbness and tingling of the extremities often 
are tolerable and may disappear during its con- 
tinued use. In the process of lowering blood 
pressure, hydralazine has been known to produce 
or aggravate angina pectoris in some patients 
through increasing cardiac work. Depression and 
anxiety are two other severe toxic effects. 

Aitchinson’’? and co-workers considered hy- 
dralazine dangerous in severe mitral stenosis. 
By means of cardiac catheterization they demon- 
strated that although the systemic arterial pres- 
sure decreased, the pulmonary arterial pressure 
was actually raised. Increased cardiac output 
and heart rate put a greater load on the right 
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ventricle. Paine’* reported severe toxic effects 
of hydralazine such as fever, skin rashes, hema- 
turia, albuminuria, anemia, leucopenia, lym- 
phadenopathy, and splenomegaly. He noted that 
almost all patients who developed this complex 
of symptoms and findings had become normoten- 
sive before side effects appeared. 

Erickson, et al.** reported rheumatoid and 
lupus erythematosus-like syndromes as complica- 
tions of hydralazine therapy for hypertension. 
The following case represents the rheumatoid 
effect of this drug followed by the depressive 
effect of reserpine. 


The patient, a 36 year old white school teacher, was 
first examined in the office on December 27, 1941. 
At that time he complained of dizzy spells, fatigue, 
and frontal headache. His blood pressure was 160 
mm. systolic and 110 mm. diastolic. Physical examina- 
tion otherwise was essentially normal except for some 
tortuosity of blood vessels in the ocular fundi. Potas- 
sium thiocyanate was used after the blood pressure had 
reached 180 mm. systolic and 120 mm. diastolic with 
moderately good response. His blood pressure aver- 
aged 150 mm. systolic and 100 mm. diastolic until 
May, 1953, when it was found to be 200 mm. systolic 
and 130 mm. diastolic. Thiocyanate was discontinued 
and hydralazine was started. The dose was gradually 
increased to 150 mg. four times daily. Rauwolfia was 
added in November, 1953. On October 15, 1954, the 
pressure was 130 mm. systolic and 80 mm. 
diastolic. In December, 1954, pain and swelling ap- 
peared in many joints. When hydralazine was reduced 
to 100 mg. four times a day there was some decrease 
in pain and swelling. Hydralazine was discontinued on 
January 8, 1955. Two weeks later the joints were much 
more comfortable. His blood pressure was 140 mm. 
systolic and 80 mm. diastolic. Four months later the 
blood pressure was 160 mm. systolic and 100 mm. 
diastolic and Rauwolfia was replaced with reserpine, 
one milligram daily. Two weeks later he complained 
of insomnia, restlessness, and depression and felt he 
was unable to carry on his work. Psychiatric con- 
sultation confirmed the impression of a severe depres- 
sive state. At this time reserpine was discontinued. 
After six months of psychotherapy he had made a 
complete readjustment. He resumed teaching and has 
had no recurrence of depression. On February 22, 
1958, his blood pressure was 140 mm. systolic and 80 
mm. diastolic. 


blood 


Cannady’® reported a case in whom jaundice 
developed following the administration of hy- 
dralazine for only 48 hours. This occurred on 
two occasions with no other cause found for its 
appearance. Another even more severe toxic effect 
of hydralazine is reported by MeNicol and 
Hutchinson?°, represented by a case report of a 
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40 year old male patient who was given the drug 
for only six weeks. This patient developed fever, 
anemia, thrombocytopenia, leucopenia, and 
marked lassitude. ‘The bone marrow was hyper- 
plastic. The blood pressure, previously 225 mm. 
systolic and 125 mm. diastolic was low during 
the acute phase. The following case is reported 
as a representation of this same severe syndrome. 


The patient, a 45 year old white female beautician, 
was found to have a blood pressure of 190 mm. systolic 
and 100 mm. diastolic in 1956. She had been noticing 
blurring of vision and severe nosebleeds. She was hos- 
pitalized for treatment and was started on hydralazine 
in gradually increasing doses to 150 mg. four times 
daily. Other antihypertensive drugs had not been well 
tolerated. Hydralazine itself caused severe headaches, 
which were controlled by Benadryl® 50 mg. taken with 
the hydralazine. After leaving the hospital the blood 
pressure ranged from 150 mm. systolic and 100 mm. 
diastolic to 138 mm. systolic and 80 mm. diastolic. 
Blood counts on February 25, 1957, revealed a hemo- 
globin of 12.1 grams, white blood count of 7,250, and 
a normal differential count. Blood counts taken through 
1957 were within the normal range. In February, 1958, 
she began to tire quickly. Fatigue was followed by 
anorexia, nausea, and loss of 11 pounds. She had 
noticed some soreness in the left upper quadrant and 
felt unable to continue work. She was admitted to the 
hospital on February 24. Blood counts revealed a 
hemoglobin of 8.8 grams, red blood count 1,260,000, 
and white blood count 3,500. Differential count re- 
vealed 40 segmented forms, 52 lymphocytes, and 8 
monocytes. Stool examination failed to reveal the 
presence of occult blood. Gastric analysis revealed no 
free HCL after histamine. Chest X-ray was normal. 
Intravenous pyelograms, a gastrointestinal series, and 
cholecystogram were all normal. Bone marrow revealed 
marked hyperplasia. There were no megoloblast or 
L. E. cells. Nausea disappeared on the fifth day in 
the hospital or about one week after discontinuing 
hydralazine. Two blood transfusions of 500 cc. each 
were given. Appetite began returning and the previous 
depressive attitude had completely changed to one of 
cheerfulness. She stated that now she was able to read 
without difficulty and recalled that in the past few 
weeks of work she had been unable to focus on names 
in an appointment book. On March 17, 1958, the 
hemoglobin was 12.0 grams, white blood count 7,500. 
Blood pressure at that time was 142 mm. systolic and 
82 mm. diastolic. Soreness, which had been present in 
the left upper quadrant, had disappeared. She returned 
to part time work on March 20, 1958, and full time 
one month later. Blood pressure had increased to 190 
mm. systolic and 110 mm. diastolic on April 28, 1958. 


Despite these effects of hydralazine, we still 
consider it a useful antihypertensive drug in 
selected cases. 





Because of its relatively minor effect on the 
blood pressure, Rauwolfia probably leads many to 
consider it quite safe. It is being extensively used 
in the treatment of hypertension. The following 
reports indicate that it is not completely free of 
undesirable effects: Gibbons*! et al. reported four 
cases out of 56 treated who developed severe 


anxiety, agitation, and depression when treated 


with Rauwolfia. Less serious side effects were 
weight gain, drowsiness, fatigue, loss of initia- 
tive, and nightmares. We have had two patients 
on Rauwolfia who developed depression of severe 
enough degree to require electroshock therapy. 
Of Gibbon’s cases a total of 82 per cent of 56 
developed these symptoms. Wilson and Wim- 
berley*? found that aside from nasal congestion, 
bradycardia, sedation, muscular aches and stiff- 
ness, nightmares, depression, paresthesia, and 
pleuritis, Rauwolfia also produced multiple 
premature ventricular contractions. Achor, et 
al.?° reported gastrointestinal disturbances in 28 
per cent of those treated with Rauwolfia. Of 70 
treated, 15 were depressed, one committed sui- 
cide, two required electroshock, and four re- 
quired prolonged psychiatric management. On 
the other hand, Bello and Turner** found by use 
of the double blind method that reserpine caused 
neither a consistent nor an adequate blood pres- 
sure reduction. Two-thirds of their cases showed 
side effects such as muscular aching, drowsiness, 
headaches, nausea, and vomiting. Paine’* men- 
tions that Rauwolfia probably is the most danger- 
ous of the hypertension remedies rather than the 
mildest, for it is the only one that has literally 
killed patients. Its effect of slowing the heart 
occasionally may be followed by a release of 
other pacemakers productive of extrasystoles and 
even auricular fibrillation. Thus, the bradyear- 
dia caused by Rauwolfia may distort the guide- 
posts of simultaneous digitalis treatment and 
lead to inadequate digitalis dosage. Therefore, 
when both drugs are given, the state of compensa- 
tion must be the guide to adequate digitalis 
dosage rather than the degree of bradycardia or 
appearance of premature ventricular contrac- 
tions, which might otherwise be considered as 
evidences of digitalis intoxication. Hollister®® re- 
ports four cases of hematemesis and melena com- 
plicating treatment with Rauwolfia. He concludes 
that in patients with known ulcerative disease of 
the gastrointestinal tract or hemorrhagic di- 
atheses it appears that Rauwolfia is contraindi- 
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cated unless used in conjunction with adequate 
laboratory control. 

In general, from our own experience, the toxic 
effects of the various types of antihypertensive 
drugs dealt with above seem to be avoided or 
minimized by the use of combinations of the 
drugs. In this way, smaller doses of each may be 
used and still be effective. Orgain, Munroe, and 
Donnelly®® reported similar findings. They stated 
that “Hypertensive disease, when present in the 
severe form, generally requires the addition of 
a blocking agent to the combination of reserpine 
and hydralazine.” 


SUMMARY 


The list of toxic symptoms and signs of only 
a few of the drugs used in treating cardiac dis- 
ease is imposing. However, the usefulness of 
these drugs in general far outweighs their toxic 
effects. Too often the fault lies with the physi- 
cian rather than with the drug. He must be 
aware not only of the benefits of the agent but of 
the usual and unusual toxic effects. Any at- 
tempts at reducing toxic effects must be predi- 
cated on the fact that in all cases the history 
is of utmost importance. Furthermore, the pa- 
tient’s physical status must be constantly ob- 
served and reyaluated and he must be individ- 
ualized. 
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A Generalist Views Public Health 


James D. WEAVER, M.D., Erte, PENNSYLVANIA 


Modern Family and Public Health Physicians 


he modern generalist is a family doctor who 

is expected by his patients to treat not only 
acute and chronic diseases but family preventive 
medicine as well. This has been a basic change 
from the older concept of the family doctor, 
whereby he was expected to appear in emergen- 
cies such as acute illnesses but was not consulted 
much for the other two fields of preventive and 
chronic medicine. 

In the medical superspecialization of today, 
the family doctor is hard pressed to keep abreast 
of the rapid changes in all of the various fields 
of medicine — in particular, those that pertain 
to him and his management of the family unit 
in the home environment. For acute and chronic 
diseases in individual patients he has the benefit 
of specialists and consultants should he feel he 
is beyond his depth. In the field of preventive 
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medicine for the community he has specialists 
who also are physicians, and the county and state 
health department medical officers. As a general- 
ist, I recognize the need for those specialists in 
community health just as I recognize specialists 
in individual health practice. But though I rec- 
ognize the need, I have asked questions about 
public health. I have wanted to know what effect 
a good local health department would have on 
the present system of medical practice. Would it 
mean socialized medicine? Would it infringe up- 
on my private practice? Would the medical so- 
ciety have any part in planning health programs 
for my community? Would the department of 
health help my own practice? I will answer these 
questions in a general way. 

The physician trained in public health should 
participate within our medical societies. Where 
professional intercourse occurs through medical 
societies, both can learn of the other’s desires 
and needs, and can adjust to each other in the 
best interests of the public. There is nothing 
more disgraceful or frustrating than to see in 
public print arguments between physicians over 
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public health matters. This undermining and 
undercutting will destroy medicine as we know 
it today. Discussions of controversial matters 
should be carried on within the family parlor of 
the medical society and not in scandal sheets. 
Once mutual action is decided upon then we can 
all, through our medical societies, go down the 
line for a decent and respectable public health 


program. 


The County Medical Society and the 
Health Department 


During the past 10 years it has been common 
for a practitioner to hear that public health is 
nothing more than a step toward socialized medi- 
cine, and that workers in this field are socialistic 
or leftist. True, in some departments of health 
and in some areas where organized medicine has 
failed to assume its responsibility for the de- 
velopment of that department, some infringe- 
ments have occurred among politically appointed 
and politically inspired public health officials 
who have not had the benefit of the views of or- 
ganized medicine and the practitioners of today. 
This is the exception and not the rule. Usually, 
an outstanding offensive against socialized medi- 
cine has been found where organized medicine, 
through its societies and the efforts of its dedi- 
cated physicians, has tried to work together in 
harmony and partnership with its health depart- 
ment. 

The generalist of today — the family doctor, 
general practitioner, or whatever term you wish 
— is a busy active individual, often overtired, 
overworked, and overly annoyed by those who 
wish to tell him how he should carry on his prac- 
tice. I can say this to you in clear conscience, for 
I am a general practitioner involved in family 
medicine. But I am deeply concerned with pro- 
gressive moves that will make our medical prac- 
tice and our patient care better. 

When the generalist turns to public health 
physicians for consultation and advice, he ex- 
pects them to remain interested in organized 
medicine and in the basic free enterprise system ; 
he expects them to respect the right of the pa- 
tients to choose their physicians; he does not 
want the department of health involved in the 
treatment of persons who could secure treatment 
through the normal physician-patient relation- 
sh'p. In county health departments, where organ- 
ized medicine provides leadership and guidance, 


342 


we find the right of the practicing physician is 
respected. 


Generalist’s Concerns in Modern Practice 


It is not enough for us to practice medicine 
for our patients, without taking an interest in 


‘the governmental and community trends that 


affect the medical profession which can affect 
our traditional patient-physician relationship. 
Insidious infringements and the trend toward so- 
cialized medicine will begin if we are careless. 

A generalist is concerned also with the right 
of choice of physician by patients. He wishes 
this choice not to be usurped by anybody — in- 
dividuals, insurance companies, industry, labor 
unions, voluntary agencies, or health depart- 
ments. This sacred right has to be protected by 
constant vigilance on the part of the physician, 
not only in his daily practice but in his daily 
contacts with the community and governmental 
affairs. 

Physician participation on boards of voluntary 
health agencies is a necessity — one might say 
even an obligation. Any one or small groups of 
physicians cannot serve on all these organiza- 
tions ; they must be distributed, given widespread 
participation, with each physician taking on a 
particular interest for his own. How can we ex- 
pect to prevent the development of general diag- 
nostic studies by voluntary health agencies if we 
do not participate on their boards and express 
firmly, truly, and dispassionately the views of 
organized medicine and of the patient-physician 
relationship ? 

We who fear that health departments are 
carrying on too many immunization programs 
can help ameliorate the situation by serving as 
consultants and partners to our health depart- 
ments so that when needs are found within the 
community they can be fulfilled by existing fa- 
cilities rather than by duplicating facilities. In 
this way, the health department will be assigned 
responsibility for persons who cannot provide 
immunization for themselves and must receive 
it from public sources. This decision is made by 
the health department and medical society to- 
gether. The health department here plays its true 
role as consultant to the generalist in the field 
of community medicine. 

The generalist is again concerned with his own 
local and state medical societies. This concern 
can be translated into action with the physician 
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as a participant within these bodies for the best 
interest of medicine. There are no cliques in 
medical societies that do not result from the 
indifference of the individual members to their 
duties and responsibilities as members of these 
organizations. Those who work deserve to be 
recognized. Recognition for prestige’s sake alone 
is a shallow and unhealthy thing for our medi- 
eal society. Individuals who accept the respon- 
sibility and the prestige, and return these honors 
with work will be our best public relations men. 


Generalist and Public Health 


A generalist is anxious to have local control 
of affairs pertaining to public health, for only 
in the local areas can needs truly be evaluated. 
They cannot be evaluated at some distant state 
capital thoroughly and carefully, without extra- 
neous matters being drawn into the evaluation, 
such as patronage, personal ambitions, and poli- 
tics. A generalist desires a program in public 
health within his local area available for his con- 
venience and local needs. He does not wish to 
have letters and second-hand discussions carried 
on over long distances about community health 
problems. 


Generalists of metropolitan and of rural areas 
have different needs in the field of preventive 
medicine. These special needs can best be served 
by an alert vigorous county health official of the 
medical profession in conjunction with a pro- 
gressive, well trained staff. The generalist need 
not fear the health department as a step toward 
socialized medicine. When he has a voice in it, 
he is close to it and can use his medical society 
as a sounding board for his particular problem. 

The community in which we practice as family 
doctors and generalists has specific health need. 
Each of our localities, whether it be metro- 
politan or rural, or north or south in our state, 
has its own particular variation in public health 
problems. These can best be served by local con- 
trol, such as is being done in Pennsylvania. In 
our state there has been a decentralizing of con- 
trol of the state health department which has 
placed itself in the capacity of an advisor; the 
local regional health units are in charge. We have 
numerous local facilities which vary in our com- 
munities, according to the need. One city may 
have a tuberculosis clinic, another a rheumatic 
fever clinic, still another a cleft palate center. 
There are gaps, however, which have disturbed 
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the public, and the public wants to know what 
we intend to do about them. If overlaps do occur, 
we should see that they are not the result of 
infringement or duplication by government of 
the existing local facilities. The community is 
looking to the medical profession for the leader- 
ship that is necessary to produce a well balanced, 
co-ordinated public health program. It should 
not find us wanting. We must be available, will- 
ing, and able to give such medical leadership 
and to help them avoid the pitfalls of ill con- 
ceived schemes and plans by well meaning but 
uninformed do-gooders. 


Generalist and Voluntary Health Agencies 


Within our communities we have voluntary 
health agencies providing multiple services. Nu- 
merous new organizations in the voluntary health 
field have sprung up on particular diseases and 
subdivisions of diseases. We have private and 
voluntary health groups and bodies concerned 
with particular diseases; we also have public 
institutions dedicated to specific diseases. It be- 
hooves us as physicians to see that the commun- 
ity needs, as expressed by these agencies whether 
voluntary, private, or public — are co-ordinated 
and fulfilled in a competent medical fashion. 
We cannot expect this to happen if we simply 
lend ourselves in name only to such organiza- 
tions. We should be careful, when we say we are 
going to help or serve on a board, or help a 
health cause, that we know what particular cause 
it is. In other words, we as physicians should 
not lend our names to any cause without actual 
participation. It is dangerous and can reflect 
on us in an unsatisfactory fashion. 


Generalist and Local Health Departments 


With these concerns of the generalist and the 
community needs in our particular areas in 
mind, there is a solution for a co-ordinated pub- 
lic health program. That solution is simply a 
well organized and professionally staffed local 
health department. What are the basic functions 
of a local health department? Briefly, they are 
seven : 

(1) Vital Statistics. What are the particular 
health problems of the community, pertaining 
to disease, births, and deaths? What are the 
trends with these diseases? These answers cur- 
rently can be given to us by an alert active local 
health department through its vital statistics. 
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(2) Communicable Disease Control. We have 
had many problems lately with immunization. 
We have been plagued by such a “shot-crazy” 
public that many of us have been driven to “oral 
shots” to relieve the pain. Nevertheless, we must 
admit the development of new means and meth- 
ods of immunization of populations against 
previously crippling diseases and be prepared 
and ready to carry out such programs. I am not 
advocating that these programs be carried out 
on a massive clinic basis. I am saying that we, 
as physicians, should anticipate such massive 
immunization programs and then set them up 
through our medical societies so that we use the 
family doctor’s office as the immunization center 
for the community. For those who are unable 
to afford it, we use existing clinics of hospitals 
and official health departments. Usually, we have 
failed to be prepared or to recognize our respon- 
sibility in this particular area until it has been 
thrust upon us. This is poor public relations ; 
we appear to the public and to the press to be 
denying people immunization because we do not 
wish to staff these so-called clinics. A good health 
department can help by preparing plans with 
the medical society and informing the public 
of the plans that have been prepared for prevent- 
ing outbreaks of diseases. A good health depart- 
ment can be a wonderful bulwark and an emer- 
gency stopgap in the case, for example, of flood 
areas threatened with typhoid fever. Here it can 
step in and give us a hand with typhoid inocula- 
tions and guide the type of program best suited 
for the areas. 


(3) Environmental Sanitation. With the 
urban sprawl today, with one city or borough 
merging through its suburbs into another munic- 
ipality, we have run into a number of problems 
relating to sewage disposal, water, food, garbage 
collection, and disease carrying pests. Good 
county sanitation rules carried out by an effi- 
cient county health department can be our best 
aid in these problems. 


(4) Laboratory Services. A county health de- 
partment using existing hospitals and/or com- 
mercial laboratories on contract, or located in an 
area of a large population, having its own labora- 
tory, can be of great assistance to us in the 
prompt routine testing of water and milk and 
other diagnostic studies for diseases of public 
health importance. Here again, private practice 
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does not wish a health department to duplicate 
existing community facilities. Whenever pos- 
sible, health department should use our hospital 
or private laboratories —- physician run and 
physician controlled. I am sure that is the wish 
of the majority of the men in the field of public 
health. However, we must realize that if our 
hospitals are not willing to extend themselves 
into the field of milk, water, and food inspection 
and testing, such as has happened in some areas, 
then the health department must find some 
means of satisfying those requirements. 


(5) Maternal and Child Care. Here is another 
field where the health department has been ac- 
cused of infringing and stepping on the toes of 
the private practitioner. However, in the best 
interest of the community, pre- and postnatal 
instructions of mothers should be carried on in 
the clinics for those who cannot afford private 
care. Recognition of abnormalities, the proper 
securing of medical care, assistance in school 
health programs, the obtaining of correction in 
defects found in school medical and dental ex- 
aminations, are necessities. Here, too, an efficient 
health department will help by referral back to 
the family physician or the family dentist, and 
will not attempt to provide such services them- 
selves, ‘ 


(6) Health Education. Good health depart- 
ments can help in the publication of accurate 
and effective information on currently important 
health subjects. They can help in the mobiliza- 
tion of support for attack on local health prob- 
lems; help co-ordinate and utilize existing re- 
sources of voluntary health agencies; they can 
work with physicians, co-operating with our med- 
ical society policies, by helping to educate the 
public. Community eduction on health matters 
can be well accomplished by efficient public 
health practices. 


(7) Chronic Disease Control. This is one of 
America’s important public health problem to- 
day. We who have been accustomed to worrying 
only about acute diseases, now find ourselves 
swamped by people with chronic problems re- 
quiring modern medical care and are overbur- 
dened at times trying to locate places for these 
people. Hospitals, attuned to acute illness, are 
not prepared physically or economically for long 
term illnesses. A good health department can 
help in the co-ordination of chronic disease ef- 
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forts. It can help in producing materials and 
information for people on how to take care of 
themselves—thus helping restore the family unit 
through the medical term so that the patients 
may again have self-respect and pride in the fact 
that they can care for themselves and are not 
thrust upon the taxpayers or charity. 


What about the type of physician who heads 
such a local health department? Basically he 
should be a practitioner trained in the field 
of public health. Surely we have many good 
men who have learned public health through 
years of experience without any formal public 
health education or training, and these men are 
serving us well today. But in the future we 
must have physicians who have devoted them- 
selves to the field of public health, and who 
have taken their residency and graduate train- 
ing in this field. They should be active, vigorous 
leaders in the community and in the field of 
organized medicine. There are many doctors 
throughout this country who are health leaders 
as well as heads of local health departments, and 
who are active within their medical societies. 
Moreover, this type of man, because he is active in 
the medical society, would realize we have to be 
practical in the approach to public health prob- 
lems. Surely it would be wonderful if all of the 
millions of people in the United States or in 
the county had immunization against various 
diseases, but this does not mean that all these 
millions have to immunized in clinics. The county 
medical society, working with the county health 
director, should co-operate to prepare preventive 
measures for the community health—each lis- 
tening to and learning from the other, and then 
developing the program collectively so that the 
community will have a united front on public 
health matters. 


The type of man who runs a county health 
department must be prepared to provide emer- 
gency reserves, or be a rallying point in time 
of disaster. What about floods and tornadoes? 
What about train wrecks? The county health 
director, in co-operation with the county society 
disaster committees, have prepared for such 
disasters. 


The type of man who administers such a 
department would be willing to provide public 
health laboratory services to aid us, as physicians, 
in the diagnosis and treatment of disease. The 
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diagnostic help should be given by them and 
the treatment by us, perhaps even with their 
specialized consultant opinions. This is typical of 
the poisoning programs that have been set up 
throughout Illinois. The physician who heads 
such a department should be dedicated to organ- 
ize medicine and should preach the gospel, “con- 
sult your family physician.” He should help us 
in letting the public know that every family 
should have a family physician. 


Problems of Local Health Departments and 
Physicians 


Medical leadership is desperately needed in the 
field of chronic disease, particularly in mental 
health. I would like to quote Dr. P. F. Lucchesi, 
Chairman of the Committee on Preventive Medi- 
cine and Public Health, of The Medical Society 
of the State of Pennsylvania: “The problem of 
chronic illness is a good example of the serious 
condition which must be worked out with the 
active participation of the physician and not 
left merely to official or voluntary agencies to 
get the program going. The medical profession 
must take the lead in solving this problem.” 

Dr. Lucchesi has launched a sputnik. Some 
of the voluntary health movements in the field 
of chronic disease were not initiated or guided 
in their early phases by physicians, but by lay- 
men concerned over an apparent lack of interest 
by physicians in a particular problem. Thus, one 
or two men who had a particular disease stirred 
up enough community interest to develop a new 
agency. We must evaluate all these agencies care- 
fully to be sure that they do not duplicate exist- 
ing services, and then we must participate in 
the development of their programs to see that 
they uphold the high standards of modern medi- 
cal care. 

Poisoning is another problem. As you have 
done in Chicago, we in Pennsylvania are inau- 
gurating a program for setting up poison infor- 
mation centers and a public educational program 
on the dangers of accidental poisoning. Poison 
cases are being reported and information is 
available to physicians through the poison control 
center on various commercial products and their 
contents. This is the type of work that can best 
be done by our local health departments or hos- 
pitals as consultants to the practicing physician. 

The school health program has been a worry 
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in many states and it is time this was re-evalu- 
ated. We must stand up for a program based 
on the utilization of the family doctor’s office 
as an examining center for the patient. What 
value is a 15 minute examination of a child 
without proper consideration of the relationship 
of that child to his previous health and to the 
family unit? The family doctor alone can give 
the best examination and information on this 
particular student. It is quite impressive for a 
school physician to tell a parent his child has 
a murmur or needs his tonsils removed, possibly 
sending the parents into a frenzy, calling their 
family physician or a specialist on the matter. 
No explanation is made that this child has a 
congenital murmur that is not affecting health. 
Immediately after such a discussion, fears are 
planted in the child’s mind and he is prone 
to develop a heart phobia. What about the child 
who supposedly has bad tonsils? The physician 
and family doctor could tell you that the child 
has not had a throat infection in two years. | 
am sure school physicians can give us many 
examples of defects that they found which had 
not come to the attention of the family doctor 
but why could not all these examinations be 
done, with the responsibility resting with the 
parents, in the office of the family doctor or in 
a clinic if the parents cannot afford private care ? 
A good program of the county health department 
can assist in the guidaance of rational school 
health programs. 

What about the problem of socialized medi- 
cine? Again I would like to quote the Chairman 
from Pennsylvania, Dr. Lucchesi, who said: 
“The best. bulwark against socialized medicine 
is a good health department.” We, as practition- 
ers, need have no fear of the health department 
in the direction of socialized medicine when we 
stop and think that it is our consultant in the 
field of preventive medicine just as other spe- 
cialists are our consultants in the highly techni- 
cal fields of medicine. We need have no fear of 
these departments for we helped to develop them 
according to local needs through organized med- 
icine, and helped in the guidance of their direc- 
tion, utilizing the state health department in 
an advisory capacity to the counties just as the 
state medical society is the advisory unit to 
the county medical societies. 


One problem of the local health department 
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is cost. It is cheap when you figure the services 
rendered and realize the variations that occur 
in some states on a per capita basis. An invest- 
ment of $1.50 to $2.00 per capita will give us 
a good health department, though that does not 
mean we start with that as most of the local 
units start small and expand gradually as needs 
require and as organization permits. 

The problems of politics concern us with local 
health departments, but this is best eliminated 
when, as in Pennsylvania, the state law provides 
for a merit system for public health personnel 
and protects technical, qualified persons in their 
job. Also, as existing units are consolidated, the 
state protects the old-timer in his post so that 
his experience becomes part of the new modern 
department. Nonprofessional employees and 
clerkships will be under the political patronage 
system, but the basic employees from Pennsy]- 
vania are protected by the merit system and by 
their own qualifications and training. 

The differences between our political parties, 
the Republican and the Democratic, need not 
be feared in a good health department with medi- 
cal society guidance, for there is nothing that 
a politician likes less than to be accused of tam- 
pering with the public’s health. For this reason, 
most politicians tread lightly when it comes to 
this subject, and so long as the local health 
department is close to the problem of organized 
medicine we need have no fear unless we become 
negligent of our department and of our responsi- 
bilities to our local health units. 


Other problems of local health departments 


-and physicians are related to public relations. 


It is important for organized medicine’s views to 
be expressed adequately through good relation- 
ships with the press, TV, and radio. So, likewise, 
is it for the local health department. 

Again, a word about the problem of the 
metropolitan vs. the rural area. The goals of 
physicians are the same: the best care of the 
patient, at the least cost, and with the most 
effective results. Even though the type of prob- 
lem a generalist handles may be different from 
those of a specialist, so may the problems of the 
city physician be different from those of a rural 
physician. With the fundamental desire of the 
most good for the public, the county health 
department can help to co-ordinate the respec- 
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aia CONCLUSION 
» Us 
te We in Pennsylvania are proud of the partner- 
veal ships our physicians have with their health de- 
es partments. It has been typified by the leader- 
ship in Pennsylvania of our state medical society 
- in the development of the modern state depart- 
ted ment that we now enjoy. It is typical of the 
des county leadership that has developed in Pennsyl- 
aie vania through our county societies, and which 
i is working in the direction of more and more 
the good county health departments or multi-county 
hat health departments. This ean be accomplished 
oie only if we remember these basic points: 
vail We must have dedicated individuals familiar 
sal with the problems of publie health and the com- 
i munity needs, willing to give their time and 
a energy to the development of local units. 

: We must remember that it is important that 
we, as physicians, be thoroughly indoctrinated 
ses in the public health programs of today. We must 
not concentrate on these programs, guide and help 
di them, and at the same time be fully aware of 
hat what is best for our particular areas through 
eal community health measures. 
ion We must work to see that we have an informed 

to public through good public relations and through 
th nonpartisan or bipartisan approaches with strong 
zed leaders of both parties working vigorously for 
me the common good of the community. 
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We must encourage careers in public health 
and the obtaining of trained civil service per- 
sonnel in this field. More young people should 
be stimulated to enter these fields, and to be 
aware of our views concerning preventive meas- 
ures. 

We must have well balanced co-ordinated com- 
munity health programs, with organized medi- 
cine as advisor and consultant. Medical leader- 
ship alone—with mutual co-operation between 
health departments and county medical societies 
—will result in positive action and will give an 
answer to the community needs in the field of 
public health. I should like to quote Dr. Gunnar 
Gundersen, President of the American Medical 
Association, who said in a recent address before 
the American Association of Public Physicians: 

“The suecess of the public health programs 
depends to a large degree upon the practicing 
physicians and other medical personnel and 
medical facilities in the community. A health 
department unsupported by the medical profes- 
sion, divorced from the community hospitals, 
and alienated from others in the community 
working towards similar goals, is a sorry thing 
indeed. These responsibilities are civie obliga- 
tions, and they must be met by all citizens and 
especially physicians who are doctors of medi- 
cine dedicated to rendering service to humanity.” 
3123 State St. 

















The Low Salt Syndrome in 


Congestive Heart Failure: 


The 


Peter J. Taso, M.D., F.A.C.P. Cuicaco 


R“ riction of dietary sodium has come to be 
accepted universally as one of the major 
therapeutic procedures in the management of 
congestive heart failure. It is of historic interest 
that such dietary restriction was suggested some 
500 years ago, yet it did not receive popular ap- 
plication until during the past several decades.’ 
With the close of World War IT, practical meth- 
ods of flame photometry became generally avail- 
able. As a result, determinations of serum sodi- 
um concentration became part of the routine 
study of patients with congestive heart failure. 
Following a period of rigorous salt restriction, 
accompanied by the use of powerful diuretic 
agents, initial improvement in some was fol- 
lowed by deterioration manifested by muscular 
weakness, apathy, a rising blood urea nitrogen, 
and a decreased serum sodium concentration. 
Improvement often was noted when sodium in- 
take was liberalized or when sodium salts were 
administered intravenously.” 

This led to the term, “The Low Salt Syn- 
drome” and to the general belief that a low se- 
rum sodium concentration reflected sodium de- 
pletion, precipitated by a low sodium diet and/or 
the use of diuretics. The term is a misnomer in 
that it connotes an actual depletion of body so- 
dium stores. This fact has been borne out clini- 
cally in that the administration of sodium salts 
to patients with a low serum sodium concentra- 
tion in congestive failure frequently fails to alter 

Professor of Medicine, The Stritch School of 
Medicine, Loyola University, Chicago. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the authors and do not necessarily 
represent the official view of that committee. 
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the serum sodium level and sometimes precipi- 
tates the patient’s death. Furthermore, studies 
of body sodium stores by the use of radioactive 
isotopes have demonstrated that the total body 
sodium in the circumstances is far greater than 
normal.* Thus the level of the serum sodium 
concentration does not necessarily reflect the to- 
tal quantity of sodium in the body. 

In considering the genesis of a low serum so- 
dium concentration in the presence of congestive 
heart failure, it is well to consider some of the 
factors that produce heart failure. Many mecha- 
nisms have been proposed and in all there is a 
marked reduction in urinary sodium output. 
These mechanisms appear to be actuated through 
increased aldosterone production or through 
stimuli that simultaneously increase aldosterone 
formation. The result is that urinary sodium 
output frequently approaches zero. In addition, 
it has been demonstrated that one of the most 
powerful stimuli to aldosterone production is 
dietary sodium restriction. Thus the patient with 
congestive heart failure who is on a sodium 
restricted diet has several factors operating si- 
multaneously to diminish urinary sodium loss. 

Diuretic agents such as mercurials, carbonic 
anhydrase inhibitors, and  chlorothiazide-like 
compounds will produce sodium diuresis; how- 
ever, this is self-limiting and tends to be transi- 
tory. Therefore, sodium depletion via the renal 
route is not likely to occur in congestive heart 
failure. But it may occur through extrarenal 
routes as with diarrhea, vomiting, and biliary 
fistula or by way of the kidneys in the presence 
of adrenal insufficiency or advanced renal dis- 
ease, 

Since frank sodium depletion occurs only rare- 
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ly in the presence of congestive heart failure, 
some other explanation must be sought to ac- 
count for the low serum sodium concentrations 
frequently observed in this condition. Several 
etiologic factors may play a role in producing 
hyponatremia. 

A marked elevation of the serum lipid content 
acts to displace serum water and leads to an 
apparent decrease in serum sodium concentra- 
tion. Hyponatremia of this kind is essentially 
asymptomatic and produces no complications 
save those that may accompany the hyperlipemia. 

A primary water excess may develop in the 
presence of heart failure because of excessive 
water loading or the heightened activity of the 
posterior pituitary antidiuretic hormone. Ration- 
al therapy in this situation should be directed at 
restricting the intake of water in an effort to 
restore the volume and osmolarity of the body 
fluids toward normal. 

Frequently in the course of chronic debilitat- 
ing diseases, hyponatremia develops without the 
appearance of striking clinical manifestations. 
Total extracellular osmolarity is reduced and 
parallels the decrease in sodium concentration. 
Studies of body composition have demonstrated 
that this represents a new steady state in which 
the body tissues have equilibrated at a lower than 
normal osmotic level. Attempts to correct the 
hyponatremia by sodium loading are futile. If 
the underlying disease process improves, the low 
serum sodium concentration generally corrects 
itself spontaneously. 

Finally, in the course of congestive heart fail- 
ure, cellular osmolarity may become decreased 
as a result of potassium loss. This is reflected in 
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the extracellular fluid by a decreased sodium 
concentration. Potassium depletion may follow 
the use of diuretics, the kaliuretic effects of 
aldosterone-like compounds, and inadequate die- 
tary intake. The administration of potassium 
salts may serve to repair this deficit and produce 
clinical improvement.® In other cases, the ability 
of the cells to take up potassium is deficient and 
therapy with potassium results in hyperkalemia 
with its attendant toxic effects. 


SUMMARY 


Although hyponatremia is observed frequently 
in congestive heart failure, it rarely results from 
sodium depletion related to dietary salt restric- 
tion or therapy with natriuretics. It occurs usual- 
ly in the presence of a sodium excess. Other fac- 
tors such as hyperlipemia, primary water excess, 
potassium depletion, and altered cellular osmo- 
larity appear to play the major role in the gene- 
sis of this condition. 
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The Multiple Injury Patient 


Moderator: 
Rospert J. FREEARK, M.D. 


Director of Surgical Education 
Cook County Hospital 


Discussants: 

Oscar P. Hampton, JR., M.D. 

Assistant Professor of Clinical Orthopedic 
Surgery, Washington University School of 
Medicine, St. Louis, Missouri 


MANUEL E, LicHrENSTEIN, M.D. 

Associate Professor of Surgery 
Northwestern University Medical School, and 
Chairman, Department of Surgery 

Cook County Hospital 


Leon Love, M.D. 
Department of Diagnostic Radiology 
Cook County Hospital 


Dr. Robert J. Freeark: Our subject. today is 
a difficult and important one. The patient who 
has sustained multiple injuries is becoming an 
increasingly commonplace problem in the ex- 
amining rooms, wards, and surgical sections of 
hospitals throughout this country, Accidents in 
high speed automobiles account for a consider- 
able and enlarging percentage of these cases. 
Their not infrequent occurrence in the late hours 
of the day and on outlying highways thrusts the 
burden of their emergency care on smaller hos- 


Department of Surgery 
Cook County Hospital 


pitals without highly specialized personnel to 
handle them. That this emergent care may be 
the most important period in determining the 
patient’s recovery seems obvious. Such emer- 
gency care may fall to any member of a medical 
or surgical staff and it behooves all of us, regard- 
less of specialty, to prepare for our role in the 
management of these cases. 

We are fortunate this morning in having with 
us men of national and international reputation 
in the management of trauma. Dr. Oscar P. 
Hampton, Jr., is a general surgeon gone sour in 
that he is now more closely allied with the field 
of orthopedic surgery and holds the title of as- 
sistant clinical professor of orthopedic surgery 
at Washington University school of Medicine. 
During World War II, Dr. Hampton served as 
a chief consultant in the European theater and 
did monumental work in the evaluation and care 
of extremity wounds. This morning he made 
grand rounds with us and discussed several com- 
plicated problems related to trauma. I can as- 
sure you that he is exceptionally well qualified 
in any of the phases of multiple injury that we 
may confront him with today. 

Dr. Manuel E. Lichtenstein needs no introdue- 
tion to this audience. He has been a key figure 
in surgical teaching and practice at this institu- 
tion for many years. After completing his intern- 
ship at Cook County Hospital, he served as an 
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associate to the late Dr. Raymond W. McNealy. 
He became an attending surgeon following his 
return from service with the Armed Forces where 
he was chief of a large evacuation hos pital 
throughout most of World War II. A gifted 
teacher and surgeon, few have given more unself- 
ishly of their time and talents to the patients 
and physicians of this institution than has he. 
On the last attending man’s examination given 
by the Civil Service Commission, Dr. Lichten- 
stein wrote the top score in general surgery. He 
was unanimously elected to the position of Chair- 
man of the Surgical Department by his fellow 
attending men. 

We look forward to the comments of these 
two outstanding authorities. 


Case History: 

Dr. John Boswick (Surgical Resident) : This 
39 year old white female was admitted to the 
fracture service at 12:15 a.m. on November 22, 
1958, in a comatose state, responding only to 
painful stimuli, The only history obtainable was 
that she had been involved in an automobile ac- 
cident approximately one hour prior to admis- 
sion. 

Physical examination revealed an obese white 
female with a pulse of 132 per minute, blood 
pressure 80/50 mm. Hg, and a respiratory rate 
of 32 per minute. There were several small abra- 
sions and lacerations over head and face. ‘The 
abdomen was slightly distended with fullness 
in the left flank. There was generalized tender- 
ness and rebound most pronounced in the supra- 
pubic area. Bowel sounds were absent. The right 
thigh was markedly swollen and tender and bony 
crepitation was readily elicited in the upper one- 
third. The left lower extremity showed marked 
swelling, bluish discoloration, and tenderness 
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over the left trochanteric area. There was de- 
formity and discoloration in the middle one- 
third of the left leg. ‘The foot temperature was re- 
duced, and no pulses were palpable below the 
popliteal area. The remainder of the physical 
examination, including pelvirectal, was otherwise 
negative. Catheterized urine specimen was grossly 
bloody. The blood hematocrit reading was 38 per 
cent. 

Whole blood and nasal oxygen were started 
immediately. Multiple roentgenograms of the 
involved areas were taken. Emergency cystogram 
and intravenous pyelogram were performed by 
the urologic service after preliminary investiga- 
tion of the bladder by the injection of sterile 
saline solution disclosed inability to retrieve more 
than one-third of the injected volume. 

Dr. Freeark: We have asked Dr. Love of 
the department of diagnostic radiology to review 
the roentgenograms for us. 

Dr. Leon Multiple portable roent- 
genograms revealed a fracture of the upper one- 
third of the right femur with flexion and medi- 
al displacement of the proximal fragment. 


Love: 


(Figure 1.) The left greater trochanter was 
completely avulsed, and a complete fracture of 


the superior and inferior pubic rami bilaterally 
was noted on the anteroposterior view of the 
pelvis. A complete comminuted fracture of the 
left. tibia and fibula at the mid-shaft was present. 
(Figure 2.) 

The lumbar spine showed complete fractures 
of the transverse processes of the 4th and 5th 
lumbar vertebrae on the right side. (Figure 3.) 

A eystogram using 30 per cent diodrast was 
originally carried out. It demonstrated extravasa- 
tion of radiopaque material outside the bladder 
consistent with rupture of the dome of the blad- 


Figure 2 





Figure 3 


der in the vicinity of the left ureter. Free air 
was noted in the abdominal cavity, dissecting 
along the psoas muscle groups, but this may have 
been introduced in the course of the several blad- 
der irrigations. (Figure 3.) 

An emergency intravenous pyelogram showed 
function of both kidneys, although contrast vis- 
ualization of the right pyeloureter was somewhat 
reduced and the distal ureter appeared displaced 
laterally and compressed by extrinsic pressure. 
(Figure 3.) 


DISCUSSION 


Dr. Freeark: In summary, we have a total of 
10 fractures, gross hematuria, evidence of intra- 
cranial injury, paralytic ileus, and shock. The 
patient was seen in rapid succession by orthope- 
dic, neurosurgical, genitourinary, and general 
surgical consultants. 

Dr. Hampton, is this a multiple injury, and 
how would you suggest that it be handled ? 

Dr. Oscar P. Hampton, Jr.: This patient must 
certainly qualify as a patient with multiple in- 
juries. In the management of any injured per- 
son, the prime objective is to save life. That may 
sound trite, but keep in mind that no matter 
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what the obvious injury, the first objective is to 
save life. The next is to save limb, and the third 
is to reduce morbidity and minimize the extent 
of temporary total disability and permanent par- 
tial disability. In this patient, as in any patient 
with multiple injuries, keep in mind that salvage 
of life is the first objective. 

Dr. Freeark has made remarks about a man 
trained in general surgery going off into bone 
and joint surgery. Maybe I was scared out by 
some of the injuries that the cavity surgeons 
have to deal with. 

In discussing this subject of multiple injuries, 
I would like to accompany my remarks with some 
slides illustrating, first, the general problem. | 
will come back to this particular case later. 
(Slides shown here) Stop and think what kills 
patients after acute trauma. The cause of death 
must come under three classifications: (1) As- 
phyxia, (2) hemorrhage, and (3) damage to the 
vital centers of the brain. The patient presented 
here was not killed immediately and it is our 
obligation to see that she does not die from her 
other injuries or their treatment. 

The causes of asphyxia are numerous and often 
complicated. Patients will die who do not have 
an adequate exchange of oxygen and carbon 
dioxide. If they get oxygen and do not get rid 
of carbon dioxide, they die, and vice versa. Among 
things to be kept in mind are obstruction to the 
airways in unconscious patients. On rounds this 
morning the question was raised about tracheos- 
tomy in unconscious patients. What is its pur- 
pose? It is twofold: to keep the tracheobronchial 
tree free so the patient will not drown in his own 
secretions or aspirate vomited material and, sec- 
ond, to increase his oxygenation. Remember that 
the distance the oxygen must travel from the 
external nares into the lung fields is considerably 
longer than if oxygen enters through a tracheos- 
tomy and passes down into the lung. Pneumo- 
thorax, flail chest segment, and cardiac tampon- 
ade also will cause asphyxia and demand addi- 
tional measures. 

What can be done to minimize the consequence 
of hemorrhage? Arrest of hemorrhage is impor- 
tant. One can read arguments as to which is 


more important: restoration of airway or arrest 
of hemorrhage. In the individual case both may 
be equally compelling. To control hemorrhage, 
use compression bandages, clamp, tourniquet, or 
surgical intervention. One may also use the head- 


Illinois Medical Journal 





dow! 
orrhs 
the ' 
the ¢ 
abdo 
the 
head 
shor 
‘Tl 
ot e 
Brit: 
ture 
war 
ture: 
the 
of tl 
these 
the - 
X-ra 
was 
genc 
emel 
of t] 
inju 
vent 
bloo 
teric 
loss 
AX 
trau 
with 
with 
infe 
that 
or s¢ 
VW 
caus 
vent 
tis { 
tren 
plac 
elect 
post 
surg 
[ 
heac 
com 
tive 
inju 
afte 
is g 


£ 
War: 


for . 











down position to help combat the effects of hem- 
orrhage but fat old ladies should not be held in 
the Trendelenburg position indefinitely because 
the diaphragm will get tired of pumping up the 
abdominal contents, aeration will be poor, and 
the aforementioned asphyxia may occur. The 
head-down position is valuable, however, for a 
short time. 

The next important thing is the proper use 
of emergency splinting. I like to recount the 
British experience in World War I with frac- 
tured extremities. The British went into that 
war without splints for immobilization of frac- 
tures of the femoral shaft. Later they realized 
the necessity for them, and the mere addition 
of the Thomas splint to the armamentarium of 
these men reduced the mortality in fractures of 
the femoral shaft by 25 per cent. I scanned the 
X-ray films shown in this patient to be sure she 
was not going about without benefit of emer- 
gency splinting, and as far as I could see good 
emergency splints were on. An important part 
of the management of the patient with skeletal 
injury is emergency splinting; it is good pre- 
ventive therapy. Continuing pain and loss of 
blood may cause the patient’s condition to de- 
teriorate, but with good splinting, pain and blood 
loss are minimized. 

The later causes of death following acute 
trauma include brain damage, secondary shock 
with loss of extracellular fluid, kidney damage 
with loss of ability to excrete urine, intervening 
infection, or sepsis. You can classify most deaths 
that occur some time after acute trauma in one 
or several of these categories. 

What are the lifesaving measures for the later 
causes of death? These include operative inter- 
vention in abdominal injuries to prevent peritoni- 
tis or control hemorrhage, debridement of ex- 
tremity wounds, proper antitetanus therapy, re- 
placement of whole blood loss, maintenance of 
electrolytes, and the countless details of pre- and 
postoperative care that have done so much for 
surgical patients. 

[ have not talked about preventing death from 
head injury. I take the stand that the most 
competent neurosurgeon in the world is ineffec- 
tive for the patient with such a severe head 
injury that he is going to die within a short time 
after the injury occurs. That is the fellow who 
is going to die by the time you get him to the 
ward. I grant you that head injuries need ob- 
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servation, and that there is a place in selected 
patients for neurosurgical procedures in an effort 
to prevent death and decrease morbidity. But 
I decry the concept that has permeated Ameri- 
can surgery that if the patient has been uncon- 
scious, one must lay off all the other injuries. | 
would rather see the head injury ignored than 
the remainder of the wounds. That is said with 
some degree of poetic license for emphasis, but 
don’t hold back on what needs to be done for the 
patient because of a history of unconsciousness. 
If the patient has a head injury and there are 
focal signs that demand surgical intervention, 
such as extradural or subdural hematoma or de- 
pressed skull fracture, those things may take 
some priority in surgical intervention. If the 
brain is extensively damaged, there is some ques- 
tion whether neurosurgical intervention is likely 
to enhance the prospects for survival. On the 
other hand, patients will surely die from injury 
to a hollow viscus and that viscus has to be taken 
care of, regardless of the extent of cerebral dam- 
age. 


Let us consider for a moment that we have 
a patient before us who has a head injury and 
is unconscious. There are no focal signs and 
there is nothing the surgical team can do but 
maintain fluid balance, see that the oxygen in- 
take is good, perhaps do a trachesotomy. If the 
patient has an open fracture of both bones of 
the leg with extensive soft tissue damage, what 
should you do? You take that patient to surgery 
and minimize the blood loss with a good tourni- 
quet and operate upon him. What is the anesthe- 
tist going to do? He is only going to give this 
unconscious patient oxygen, and he will have 
better oxygenation in the operating room than 
on his own in the ward. The anesthetist will keep 
the tracheobronchial tree clean through frequent 
aspirations of the endotracheal tube. He can as- 
sure complete expansion of both lungs. Pro- 
longed deep anesthesia seldom is required. Doing 
the job that needs to be done with the patient 
with multiple injuries in the presence of brain 
injury is just good surgery. This is just as true 
in the abdomen or the chest as it is with the 
extremities, 


As I observe mutliple injury patients treated 
in various centers, it seems to me that this delay 
for purposes of neurosurgical observation repre- 
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sents the most common and serious error in man- 
agement. Other omissions are worth emphasizing. 
I have already mentioned early and adequate 
control of hemorrhage by compression bandage 
or tourniquet. Most of the latter do more harm 
than good because they are misapplied. When 
only a tourniquet will suffice to control bleeding, 
it should be put on using a broad band of con- 
striction, such as a blood pressure cuff, and it 
should be tight enough to occlude arterial flow 
and not merely venous return. 

Shock due to blood loss should be treated 
vigorously with blood preferably, or plasma or 
plasma expanders until blood arrives. Don’t get 
started on vasopressor drugs and reach for them 
first. They often only confuse and aggravate the 
clinical picture. 

As I mentioned earlier, failure to splint the 
injured extremity adequately, both for purposes 
of transportation and after soft tissue repair, 
is a frequent serious error. Improvising splints 
with available materials may require considerable 
ingenuity but it must be done. 

So if you are the first man at the scene of an 
accident or if you are the admitting doctor in 
the emergency room, you must constantly re- 
mind yourself of the major obligations to this 
injured patient: airway maintenance, hemorrhage 
control, application of clean or sterile dressings, 
and splinting of fractures where the patient lies. 
If these general principles are carried out, you 
will contribute greatly to the multiple injury 
patients’ chance for survival. 

I told Dr. Freeark and Dr. Boswick of a pa- 
tient whom we were called on to manage recently. 
A young man received a crushing injury to his 
pelvis. T saw him soon after the injury. He was 
in marked shock. There was marked spread of 
the symphysis, hematoma in the groins, and both 
feet were pulseless, cold, and numb. But he could 
move his toes. First, a catheter was slipped into 
the bladder and nothing but blood was obtained. 
After adequate splinting of the fracture of the 
femoral shaft on one side, the color and pulse 
of the foot on that side improved slightly. Ap- 
parently there was spasm of the iliac vessel which 
caused the ischemic picture in the extremity. The 
patient was taken to the operating room where 
resuscitation was continued. When the urologist 
arrived, he insisted upon a cystogram and he 
felt that was the first thing to do. It showed 
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a nice pear-shaped bladder with a little trickling 
of contrast material down one corner. The urolo- 
gist said that indicated a little rupture but that 
the patient did not need a cystostomy and a 
Foley catheter would control it. Surgery was per- 
formed principally to restore circulation in the 
right lower extremity and arrest hemorrhage, A 
right sided extraperitioneal exploration was car- 
ried out with inspection of the iliac vessels and 
adjacent fracture area. After surgery the man 
was returned to the ward and continued to de- 
velop signs of hematoma that dissected up the 
abdominal wall, filled the scrotum and penis, and 
required considerable blood to keep him going. 
Later he was re-explored to control the hemor- 
rhage, and at this operation a great big hole 
was found in the bladder that you could put 
three fingers in. 

My point here is that a cystogram is fine, but 
if you have a ruptured pubic symphysis with 
marked bloody urine, let the urologist have his 
cystogram but somebody get a cystostomy tube 
in the bladder so that the man will have a free 
flow of urine. Repair of the bladder wall is not 
essential, but getting a cystostomy tube in and 
exploring the area to control hemorrhage are 
essential. It is unusual to have a continuing hem- 
orrhage in a closed space. This one was difficult 
to control; it required ligation of the internal 
iliac artery. If the slightly abnormal cystogram 
in that case had not masked the situation, the 
first exploratory approach would have been 
through the midline of the abdomen. There was 
no free blood in the peritoneal cavity but the 
incision should have been made in the midline 
to permit adequate inspection for leakage of 
urine and for the site of hemorrhage around the 
neck of the bladder. 

Now for your problem case. The patient in 
our protocol is a comatose patient, which fact 
I shall choose to ignore except for continuing 
essential observations. I believe there are more 
life endangering situations that show up in the 
remainder of the protocol. The splinting of the 
fractures of the thigh and leg is all that one 
would expect to do initially. This is a closed 
injury and definitive management of the frac- 
ture of the femur and tibia are postponed until 
the life endangering injuries have been taken 
care of. We have, in addition, a reduced foot 
temperature and absent pulse. This is an impor- 
tant observation but I think still takes a reduced 
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priority over several things in the protocol, for 
instance, the grossly bloody urine and a hemato- 
crit of 38 per cent. The patient was in shock. 
There was fullness in the left flank. The abdo- 
men was distended and silent, and this patient 
needs a cavity surgeon and not a neurosurgeon. 
| would prepare her for immediate exploratory 
laparotomy. 

Dr. Boswick: After the urologic service estab- 
lished the presence of rupture of the bladder and 
following rapid improvement in the vital signs 
on blood transfusions, the patient was taken to 
surgery. A large rent in the dome of the bladder 
was closed with two layers of interrupted cat- 
gut, and suprapubic cystostomy was done. The 
fractures of the leg were enclosed in plaster, 
and she was placed in a ‘Thomas splint for the 
femur fracture. Her pelvic fracture was treated 
conservatively with a sling and traction on both 
lower extremities. Immediately after abdominal 
exploration and for several days postoperatively, 
the patient continued to show a severe paralytic 
ileus. The general surgical service followed her 
closely for several days while still in traction. 
On the fourth postoperative day she was started 
on liquid feedings and gradually this was in- 
creased until she was on a general diet. Two 
weeks after surgery an open reduction of the 
femur fracture was maintained by use of an 
intramedullary rod. Her recovery has continued 
satisfactorily. 

Dr. Hampton: Was the peritoneal cavity 
opened ? 

Dr. Boswick: Yes, and carefully explored. No 
free hemorrhage, fluid, or air was found and 
all intraabdominal viscera were intact. 

Dr. Hampton: Do you abdominal surgeons 
have any hesitancy in doing a cystostomy for 
ruptured bladder at the same time you explore 
the abdominal cavity? (No) I wouldn’t either. 
I am surprised, however, that you did not find 
more in the belly. What about the fullness in 
the left flank ? 

Dr. Boswick: There was some retroperitoneal 
hematoma and considerable extravasated urine. 

Dr. Hampton: One thing that could have 
killed this patient would have been a ruptured 
hollow viscus and that was eliminated by explora- 
tion of the abdomen. Sepsis and mechanical 
block to urinary flow were similarly avoided. 
The management of the extremity injuries by 
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good splinting was an effective measure and 
tended to be in the patient’s best interests. Your 
definitive management of the fracture is stand- 
ard. You chose to classify this as a stable type 
of fracture of both bones of the leg and treated 
it with plaster immobilization. You used an 
intramedullary nail on the fracture of the fem- 
oral shaft on the right. What about this absent 
pulsation in the left foot? 

Dr. Boswick: It returned promptly after ade- 
quate splinting and restoration of blood volume. 
The foot is warm and appears normal. 

Dr. Hampton: Clinically there was adequate 
circulation to the foot? (Yes) Then why was the 
pulsation in the foot reduced in volume? 

Dr. Boswick: The fractures were comminuted 
and at first there was fullness of the left flank. 
It is possible that the hematoma caused pressure 
on the iliac vessels and tended to limit arterial 
outflow. 

Dr. Hampton: 1 think what actually happened 
was a spasm of the vessel. If you think these 
vessels cannot go into real spasm you should 
watch them at surgery and see the spasm. I 
would think this woman had spasm of the pe- 
ripheral vessels at the level of the fracture and 
that after immobilization, with relief of pain, 
the pulsations came back. It is true that foot 
pulsations are not easy to obtain in a person 
whose blood pressure is 80/50, and that might 
be the explanation. 

Dr. Freeark: We are also honored today to 
have with us Mr. John Griffiths, a surgeon from 
St. Bartholomew’s Hospital in London, England. 

Mr. John Griffiths: I enjoyed and agree heart- 
ily with Dr. Hampton’s remarks. There is one 
point I would like to emphasize and that is the 
vascular component to this injury. During the 
war we saw a tremendous amount of limb dam- 
age and spasm of the vessels was frequent. Many 
times after operation they came back but in some 
cases, where the limb was ignored, ischemia of 
the foot would remain. This would occur in 
young people particularly, and the question was, 
what is the cause? At times the pulse returned 
as low as the popliteal vessel, but the end result 
was the type of contracture you see in fractures 
of the elbow and the ischemic changes were the 
same as encountered in similar vascular injuries 
or prolonged spasm. The changes are often per- 
manent. After the war, research teams tried to 
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determine why postinjury spasm occurred. They 
showed that you could at times relieve spasm by 
incising the fascia and exposing the artery. On 
occasion we found that after exposing the artery, 
spasm remained. We did a stripping of the artery 
or a sympathectomy type of operation but it 
still remained. Then we did some experiments 
on rabbits and learned that spasm could be re- 
duced by putting papaverine on the vessel. Since 
that time we have been looking for cases to try 
it on but they are uncommon. We seldom see 
cases of spasm producing ischemia without de- 
monstrable pressure. There was no demonstrable 
pressure in the case presented today. The fact 
that you have a popliteal pulse but not a tibial 
pulse is typical of this type of phenomenon so 
what might have happened here is spasm that 
relieved itself. But I would point out that if the 
spasm had not relieved itself, it might have been 
well to expose the vessels in the area of the bifur- 
cation of the popliteal and put papaverine direct- 
lv on the artery. Papaverine put into the artery 
does not dilate the vessel; it has to be perivas- 
cular infiltration. How does it work? We don’t 
know but it seems to have a local action on the 
musculature. It has no effect except by direct 
application. The stripping of the vessel of its 
covering, taking all the sympathetics off, does 
not accomplish this effect on the vessel. 

Dr, Frank Theis (attending surgeon, Cook 
County Hospital): Do you use this any place 
on the artery? 

Mr. Griffiths: It is used preferably at the site 
of injury. 

Dr. Theis: How do you know the site? 

Mr. Griffiths: In many of these cases you can 
trace down until you feel pulsations stop and 
the point of spasm is there. This may be the 
initiating point. The area which is thought to 
be damaged usually is the area at which the frac- 
ture has caused some concussive or constrictive 
injury. 

Dr. Manuel E. Lichtenstein: Dr. Hampton 
does not know me as a cavitv surgeon. We met 
in North Africa. He had a large hospital that 
received casualties from the African campaign 
and he did orthopedic work there. I followed his 
work throughout World War IT in Italy and 
then he became consultant elsewhere. He did an 
outstanding job during the war. He actively par- 
ticipated in bringing competent surgery closer 
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and closer to the front lines so that the injured 
were treated as soon after injury as possible. He 
keeps talking about the importance of that prac- 
tice, but sometimes the voice falls on deaf ears. 

The best results even by the cavity surgeons, 
in injury to the bowel, for instance, were ob- 
tained when peritonitis was prevented by early 
operation. The patient who is allowed to wait 
until he improves never improves. As peritonitis 
progresses, it may be impossible for the patient 
to get well. He will go deeper and deeper into 
shock and, while you wait for him to come out, 
the effects of shock will keep him in that state. 
The outlook will be better if you can operate 
upon the patient early so that peritonitis can be 
controlled by removing the focus or closing the 
leak. That is standard treatment. The quicker 
you do that, the sooner the patient will survive 
peritonitis. 

In extremity wounds, continuous bleeding of 
the raw surfaces puts the patient into shock from 
which it may be difficult or even impossible for 
him to revive. During the war if we waited for 
a consultant to be brought up to the general hos- 
pital or evacuation hospital, the time element 
destroyed the patient. It was necessary to bring 
the surgeon out closer and closer to the aid sta- 
tions at the frent to give the patient immediate 
attention and to prevent him from going into 
shock from infection, loss of extracellular fluids, 
or trauma, and to relieve the spasm producing 
reflexes that developed. In that way, better re- 
sults were obtained. 

The one thing that must be learned in these 
injury cases is: the absolute need for immediate 
treatment. There is always the problem of re- 
suscitation. Resuscitation is the blanket that 
covers the whole patient until he gets out of the 
hospital. You are always resuscitating the pa- 
tient. It is not a separate item of treatment. 
The definitive work is done in order to make re- 
suscitation possible. This comes from good clin- 
ical research done by Dr. Hampton and a team 
of research workers in extremity wounds. They 
had with them abdominal and thoracic cavity 
surgeons. 

I listened with interest when Dr. Boswick 
said that after the bladder was explored the pa- 
tient was turned over to the general surgeons be- 
cause of a persistent ileus. I hope he doesn’t 
mean that the urologist does not know what to 
do with a paralytic ileus. That is another thing 
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you must learn in acute trauma: every patient 
who has trauma will develop paralytic ileus. 
Never feed a patient who has been severely in- 
jured, even if the abdomen was not even touched, 
because he will get acute dilatation of the stom- 
ach with ileus. Do not feed such a patient or 
even give him water to drink. Keep the stomach 
empty. That not only gets him ready for surgery 
but keeps him from stagnating material he has 
just eaten, Every patient must be presumed to 
have developed paralytic ileus following trauma 
and should receive nothing by mouth until the 
howel sounds are adequate. Intravenous fluid 
should be administered, but absolutely nothing 
by mouth. And you don’t have to call a general 
surgeon to listen to the abdomen and tell you 
what it is doing and when it is ready for a diet. 

Dr. Raymond S. Van Harn (visiting M.D.) : 
I come from a small community with a 600 bed 
hospital. I was introduced to multiple injuries 
5 years ago when we had 1,600 patients in two 
hours following a tornado. The only point I 
want to make in reference to multiple injuries is 
that we made many mistakes that night because 
we tried to do too much. We sutured lacerations 
that should not have been sutured because we 
did not have facilities or time to cleanse them 
and close them under aseptic conditions. We 
spent our time trying to suture simple lacera- 
tions, and patients died from lack of airway 
maintenance or blood loss. Other mistakes we 
made were doing open reductions on severely 
comminuted open fractures with considerable 
loss of time and operating room space. But worst 
of all, we sutured lacerations and missed the 
really important wounds. 

Dr. John B. O’Donoghue (attending surgeon, 
Cook County Hospital): I would like to have 
lr. Hampton express his philosophy in the mat- 
ter of treatment of shock in these multiple in- 
jury cases. How long should we persist with this 
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of saving life. 





treatment when the patient fails to rally from 
the usual restorative measures? I am sure we 
often delay definitive treatment for these people 
in shock too long. 

Dr. Hampton: I have confined my remarks to 
extremity problems but I know what Dr. 
O’Donoghue means. Wound shock or traumatic 
shock is a secondary phenomenon due to loss of 
fluids from the circulating blood volume. ‘This 
may be hemoglobin containing fluid which will 
produce shock, or it may be an extracellular fluid 
loss. The approach to the problem, as I see it, is 
over-all restoration of what has been lost from 
the circulating blood volume, be it hemoglobin 
containing fluid or sodium containing fluid or 
plasma. The other measures that I attempted to 
show in the emergency medical care are impor- 
tant: Dressing of the wound with good compres- 
sion bandages to minimize loss of blood and tis- 
sue fluids; put the extremity at rest with good 
emergency splints so there will not be continual 
thrashing around of the part which allows more 
loss of blood from the bone ends end loss of ex- 
tracellular fluids. Never negate the loss of ex- 
tracellular fluids into the thigh from fracture of 
the femoral shaft. In brief, the things to remem- 
ber are splinting, compression dressings, control 
of hemorrhage, restoration of fluids, and head- 
down position. If you have done all that and 
have supplied back into the circulation what is a 
reasonable replacement of the fluid which pre- 
sumably is lost in the traumatized area, and if 
the patient’s general condition is not improved, 
that is the time to make surgery a part of resus- 
citation. 

Tn closing, I want to point out that the mul- 
tiple injury patient usually is a young person. 
When you save the life of such a patient, you 
restore a useful citizen for many years to come. 
So save that trauma case by thoughtful and ag- 
gressive action. Be a surgeon with the objective 
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A gel diffusion serologic test for the 
diagnosis of tuberculosis 


The results of serologic tests—as used for the 
diagnosis of infectious diseases—are difficult to 
interpret. At best, they furnish only indirect 
evidence of the presence of microbial etiologic 
agents. They also are subject to marked varia- 
tion, depending upon the amount of the antigenic 
stimulus and the capacity of the particular host 
to produce circulating antibody under the condi- 
tions extant at the time. In addition, the pres- 
ence of significant amounts of antibody in the 
serum may not reflect the presence of active 
disease but merely a previous clinical or subelini- 
cal contact with the etiologic agent or, in dis- 
eases where such prophylactics are commonly 
used, a prior vaccination. 

The problem is more difficult in tuberculosis 
than in most infectious diseases since a large 
proportion, frequently a majority, of the human 
population has had sufficient previous contact 
with typical or atypical tubercle bacilli to induce 
tuberculin hypersensitivity. They, therefore, may 
have antibody that can be detected by serologic 
tests. In fact, serologic tests such as complement 
fixation and hemagglutination lack diagnostic 
usefulness because they frequently detect anti- 
body in the sera of many people who have a 
sensitivity to tuberculin but have no evidence of 
active tuberculous disease. 

A new approach to the problem of the serologic 
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diagnosis of tuberculosis recently has been pro- 
vided by the work of Parlett and Youmans, who 
have utilized a gel double diffusion precipitation 
test for the detection of antibodies against M. 
tuberculosis in the serum of human beings. This 
simple test is performed by allowing antibody 
(patient’s serum) and antigen (prepared from 
cultures of tubercle bacilli) to diffuse into op- 
posite ends of a short column of neutral agar 
contained in a capillary tube. Where antigen and 
antibody meet in the agar a band of precipitate 
will form. This is a highly sensitive technique 
for the detection of precipitating antibody. With 
a suitable antigen preparation, as many as six 
separate antibodies may be detected in the serum 
of some tuberculous patients. 

In a recently completed large scale double 
blind evaluation study, the test showed a high 
degree of specificity since about 98 per cent 
of clinically nontuberculous people were nega- 
tive. On the other hand, a large proportion of 
patients with known tuberculous disease were 
positive by this test. Of great importance was 
the demonstration that the majority of tuberculin 
positive but clinically nontuberculous patients 
reacted negatively. 

Certain technical problems concerned with 
standardization of the antigen remain to be 
worked out before this test can be recommended 
as a routine laboratory procedure. Also, more 
data are needed before the usefulness of this test 
for the detection of active tuberculosis can be 
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completely defined. However, both the technical 
simplicity of the test and its high degree of 
specificity suggest that it may find some area 
of usefulness in the detection of active tubercu- 
lous disease. 
Guy P. Youmans, M.D. 
Professor and Chairman, 
Department of Microbiology, 
Northwestern University 
Medical School 


< > 


Dr. Smith goes to work 

Dr. Austin Smith has found himself a lively 
job as new president of the Pharmaceutical Man- 
ufacturers Association. Most of the first month 
was spent on planes going to and from meetings 
and speeches, including a week-end trip to 
Buenos Aires. He had the job of organizing the 
office, preparing for board meetings. In addition 
arrangements had to be made for receptions given 
to government officials and executives in related 
fields. As the No. 1 spokesman for the industry, 
Dr, Smith is taking over at a time when phar- 
maceutical patents, prices, and promotion are 
under public and government scrutiny. But Dr. 
Smith is not suffering from any delusions; he 
does not anticipate overnight miracles. He ex- 
pects to tackle problems as they arise. 


< > 


Keep up with progress 

The public appears to be more convinced of the 
value of a complete physical examination than 
do many physicians. At least, many individuals 
complain they cannot sell their physicians on 
the idea. When some patients ask for a thorough 
checkup many are told that they are healthy, do 
not need it, or to forget it. Criticism along this 
line is mounting and it is time for the medical 
profession to decide whether an annual examina- 
tion is necessary and should be encouraged or 
whether it is unnecessary and should be discour- 
aged. This is a matter that cannot be agreed on 
in principle without being carried out. 

If organized medicine decides that such ex- 
aminations have merit, let’s set aside an hour 
or two for this type of work in much the same 
way we set aside time for hospital rounds, office 
calls, or part time industrial work. 

Most. laymen know also what to expect from 
a complete examination and the busy practitioner 
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who tries to cut corners is riding for a fall. There 
is no substitute for a complete examination. 
Most patients expect more and are willing to pay 
for more. The time is past when we can practice 
down to our patients. It is foolhardy for the 
physician to under-estimate the knowledge of the 
average layman. They expect the medical man to 
do more than listen to the heart and check the 
blood pressure and pulse. 

The little knowledge of the layman may be- 
come a dangerous thing unless the physician 
keeps abreast of the times. The layman hears 
and reads about cancer detection and special 
examinations and equipment but this informa- 
tion is of no value to him if he cannot get such 
service. Others may be recruited to do these ex- 
aminations unless the practicing physician equips 
himself for such service and gives the necessary 
time to it. 


< > 
Editorials from other journals 


Lead, kindly light 

Closer ties between family doctors and experts 
on disease—an innocent but invidious suggestion 
—is the desire of the American Cancer Society 
as reported in the New York Times on January 
31, 1959. The community physician (latest ar- 
rival in the general practitioner-family doctor- 
generalist series) was the target of an area meet- 
ing sponsored by the Society in New York on 
January 30 as part of an effort to improve its 
professional education program. 

The family physician, it was correctly stated, 
must be made as completely cancer conscious as 
possible if the purposes of the Society are to be 
realized and the specialist is brought into the 
picture early enough to be of value. Possible 
ways of inducing the general practitioner to keep 
up with the science of his art were suggested : 

The publication of the names of physicians 
participating in continuing medical education 
programs—(About Ben Adhem’s book of gold). 

A rule making membership is medical societies 
contingent on each participation. 

A rule making licensure renewal contingent 
on such participation. 

The suggestions raise the question, not entirely 
academic, where the line should be drawn be- 
tween requiring safe standards for medical licen- 
sure and medical society membership, and the 
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exercise of a policing authority in the establish- 
ment of regulations regarding postgraduate med- 
ical education. Of the three suggestions the last 
two suggest constabulary action by a medical 
hierarchy that might conceivably be resented by 
the regulated rank and file. 

Intelligent and inspiring leadership, pleasant 
encouragement, and persuasive educational meth- 
ods can still accomplish more than the swinging 
of truncheons, age old and stubbornly held beliefs 
to the contrary notwithstanding. Honey still at- 
tracts more flies than vinegar. Kditorial. New 
Kngland J. Med, Mar. 12, 1959. 


< > 


Council meeting minutes 


The regular April meeting of the Council was 
held at the Hotel Sherman, Chicago, on Sunday, 
April 26, with the following present: Oldfield, 
’Neill, Mason, Youngberg, Kirby, Hesseltine, 
Reichert, Portes, Blair, Endres, Reisch, DuPuy, 
Goodyear, English, Montgomery, Fullerton, 
Hamilton, Reavley, Hopkins, Cannady, Sheehe, 
Limarzi, Cross, Van Dellen, Bennett, Burdick, 
Mantz, Scatliff, Bettag, Mrs. Endres, Scott, Neal, 
Oblinger, and Mirt. 

MOTION: (Fullerton-Piszezek) that the 
minutes of the March 8 Council 
meeting be approved. 

Dr. Hesseltine asked that page 12 be cor- 

rected to read: “The Committee recommends 

that the Council approve this outline in 
principle, and that such a retirement pro- 
gram be put into effect by May 1, 1959, or 
as soon thereafter as practical”, rather than 

January 1, 1960 as it reads now. 

Motion carried as amended. 

MOTION: (Fullerton-Piszezek) that the 
minutes of the special meeting 
held in Springfield on March 31 
be approved as mailed. Motion 
carried. 

President’s Report 

Mr. Oldfield reported as president. He thanked 
Dr. O’Neill for representing him at the legisla- 
tive dinner in Springfield on March 31; and also 
thanked Dr. Lorne Mason for representing him 
at the Missouri State Society annual meeting. 

Among the meetings Dr. Oldfield had at- 
tended since the last meeting of the Council 
were: April 1, the Committee on Industrial 
Health to consider panels for impartial testi- 
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mony ; the Health Insurance Council (a group of 
some 65 companies that are anxious to co-operate 
with hospitals and medical societies to work out 
some plan to provide private insurance coverage 
for older citizens). April 7, a meeting of the 
Past Presidents’ Club of the Aux Plaines Branch ; 
also a meeting with Mr. Edlund. April 11, a 
meeting with the nurses; April 13, the Physi- 
cians’ Club of Oak Park; April 14, the CMS 
Council; April 24, the Aux Plaines Branch ; and 
the usual meetings on the day before the Council 
meeting held here at the hotel. 
MOTION: (Piszezek-Fullerton ) 
report be accepted. 
Motion carried. 


that the 


President-Elect 
Dr. O’Neill reported as president-elect. He 
commented on the excellent program and dinner 
held in Springfield on March 31. The name- 
speaker brought out the attendance and provided 
an excellent program that contributed to the 
success of the dinner and the evening. The meet- 
ing the next day at the Abraham Lincoln, a 
joint affair with the Illinois Hospital Associa- 
tion, was an excellent session, good attendance, 
and well planned effort. 
MOTION: (Piszezek-Fullerton) 
report be accepted. 
Motion carried. 


that the 


Chairman of the Council 


Dr. Montgomery reported that the executive 
committee had met the night before. A report 
from Mr. Edlund relative to the management 
survey will be furnished some time in May, and 
a copy will be available for the members of the 
Council. After the report is considered by the 
Council, it may be advisable to call a special 
meeting of the House of Delegates. 

The special award committee to purchase 
prizes, set up the details, and handle the draw- 
ing at the annual meeting was selected as fol- 
lows: 

Drs. Fred C. Endres, Chairman, Carl E. Clark, 
and Caesar Portes 

A letter has been received from the AMA an- 
nouncing that the Illinois State Medical Society 
is entitled to an eleventh delegate and alternate 
to the AMA House based upon the membership 
on December 31, 1958 of 10,200. This eleventh 
delegate and alternate will be elected by the Chi- 
cago Medical Society. 
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The Nursing Committee is requesting certain 
legislation to help them establish schools of nurs- 
ing as a part of the junior college program 
throughout the state. This request has been 
turned over to the Committee on Medical Serv- 
ice and Public Relations. 


Committee on Aging 


Dr. Cannady, as chairman of the Committee 
on Aging, reported as follows: Although the 
Committee has held no formal meetings since the 
report made to the Council on March 8, 1959, 
the activities of the committee have continued. 
At the Council meeting on March 8, six recom- 
mendations were made and all of them were ap- 
proved. 

1. The Council approved a one day conference 
on aging. Preliminary work has begun, and a 
meeting of the committee will be held during 
May to discuss the date, location, and program. 
The conference is to be held either in September 
or October, 1959. The committee will welcome 
suggestions. 

2. Governor Stratton was notified by Dr. Camp 
of the decision of the Council to participate in 
state conferences preceding the White House 
Conference on Aging in 1961. A letter was re- 
ceived from Dr. Otto L. Bettag stating that the 
Governor had appointed him, Dr. Cross, and Mr. 
Peter Cahill to work with the U. S. Department 
of Health, Education, and Welfare in connection 
with the White House Conference, and that he 
would be pleased to have the chairman of the 
Committee participate with them whenever pos- 
sible. 

3. The Council approved participation in the 
formation of a State Joint Council on Aging. 
The Illinois Hospital Assn. and the State Nurs- 
ing Home Assn. have accepted the invitation to 
participate; the Illinois State Dental Society 
Board will meet on May 11, and their acceptance 
is expected. 

Two representatives of each organization will 
he invited to attend an organization meeting 
during the week of the annual meeting. At that 
time, it is expected that temporary officers will 
he selected and program, finance, and budget 
committees will be appointed. 

Howard Wells, Jr., executive secretary of the 
National Joint Council, will explain the fune- 
tions of a state council. After this meeting, there 
will be no further activity of the State Joint 
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Council until the conclusion of the First Na- 
tional Conference in June, 1959. 

If the Council approves, two members of the 
Committee (one from downstate and one from 
Chicago) will represent the ISMS at this organ- 
ization meeting. It is hoped that the president 
and secretary of the ISMS will be able to attend 
future meetings of the State Joint Council. (Dr. 
Lee Stroh] of Chicago and Dr. E. W. Cannady of 
Kast St. Louis will be the official representa- 
tives.) 

4. The Council approved the suggestion that 
papers sponsored by the Committee on Aging be 
published in the Illinois Medical Journal four 
times a year. The first paper will be a general 
one discussing “Medicine’s Approach to the 
Problems of Aging.” Dr. Cross and his depart- 
ment are preparing a paper on the activities of 
the department with special emphasis on nurs- 
ing home standards and licensing. Subjects for 
further papers will be discussed later. 

5. Dr. Camp notified the Postgraduate and 
Scientific Service Committee that the Council 
approved the recommendation to include the sub- 
ject of aging at postgraduate conferences. 

6. The descriptive literature on the book 
“Strike Back at Stroke” has been mailed by Dr. 
Camp’s office to 6,000 physicians in Illinois. The 
complete mailing was delayed because the 
USPHS did not send the inserts in sufficient 
quantities. The mailing also included a letter 
from the Committee on Aging. Since the mailing 
Dr. Ruth Church has received over 300 requests 
for the book. 

Tn a recent communication from the National 
Joint Council to Improve the Health Care of the 
Aged, the ISMS was invited to send representa- 
tives to the First National Joint Council meet- 
ing to be held in Washington, D. C., in June, 
1959. At least two representatives of the ISMS 
are expected to attend, and the executive direc- 
tor of the Joint Council informed Dr. Cannady 
that it is hoped that in addition to the two of- 
ficial representatives, a number of the key of- 
ficers of the State Society will also attend. If 
the Council approves, the two representatives of 
the ISMS to the State Joint Council will be 
requested to attend the Washington meeting. 

(Dr. Lee Strohl of Chicago and Dr. E. W. 
Cannady of East St. Louis.) 

The Committee on Aging is aware of the prob- 
lems regarding effective methods of financing 
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health care of the aged. The proposal adopted by 
the AMA House of Delegates in December, 1958, 
regarding the development of an effective volun- 
tary health insurance or prepayment program 
for the group over 65 with moderate resources or 
low family income, was mentioned at the January 
meeting of the Committee on Aging. You are 
aware that the proposal stated that physicians 
should agree to accept a level of compensation 
for medical services rendered to this group which 
would permit the development of such insurance 
and prepayment plans at reduced premium rate. 
The committee has had no further discussion 
regarding this proposal. However, it is my under- 
standing that the Committees on Aging of some 
state medical societies have studied the proposal 
and have made recommendations to their respec- 
tive societies. 

If the Council directs, a special meeting of the 
Committee on Aging will be called before the 
meeting of our House of Delegates in May to 
diseuss the AMA proposal and to make a recom- 
mendation to our House of Delegates. 

Dr. Cannady discussed several bills pending 
before the 71st General Assembly which dealt 
with work in the field of geriatrics, the licensing 
of homes for the care of the aged, and a bill 
that would provide recreational facilities for 
residents “60 and over”. 

Dr. Hopkins felt that the Council should ex- 
press approval of the development of a resolution 
relative to an effective voluntary health insurance 
or prepayment program for the group over 65 
with moderate resources or low family income. 
Additional work on the part of Blue Cross-Blue 
Shield will be necessary in developing such a pro- 
gram, and a recommendation from our House of 
Delegates would give these various plans some- 
thing with which to work. 

MOTION: (Kirby-Fullerton) that such a 
resolution be developed by the 
Committee on Aging, and con- 
sultation be given the commit- 
tee by the Committee on Medi- 
eal Service and Public Rela- 
tions. Motion carried. 

Dr. English stated that it was his opinion 
that Dr. Cannady should have a meeting of his 
committee before the annual meeting; Dr. 
Hami!ton agreed, and stated the Committee 
should be given the power to proceed. Dr. Can- 
nady said he would plan such a meeting on Mon- 


362 


day, and would welcome the attendance of of- 
ficers and committee members. 
NOTE: A letter from Dr. Cannady re- 
ceived May 1, states that the meet- 
ing will be called for 2:00 p.m. 
on Monday, May 18 in the confer- 
ence room of the Chicago office at 
185 North Wabash Ave. 
MOTION: (Piszezek-Fullerton) that the 
two representatives of the com- 
mittee be authorized to attend 
the meeting in Washington, 
D. C. Motion carried. 


M.S. & P.R. Committee 


Dr. Hopkins stated that there had been such 

a lack of interest, and so few nominations for 

the Health Progress Awards that the committee 

would recommend that none be given this year. 

MOTION: (Hamilton-Piszezek) so move. 
Motion carried. 


PR dinner 


The cost of the dinner for the PR committee 
on Monday night should be determined. The 
committee recommends that the Council author- 
ize the sale of the tickets at $4.00, and the Soci- 
ety absorb the balance of the cost of the meal. 
The program will be put on by the Chicago Bar 
Assn. and the Chicago Medical Society commit- 
tee. 

MOTION: (Piszezek-Fullerton) that the 
dinner tickets be sold for $4.00. 
Motion carried. 

A detailed discussion of various bills spon- 
sored, approved, or disapproved by the Society 
followed. 

S.B. 662 which provides that narcotic addicts 
may be treated for their addiction in a private 
hospital or sanitarium licensed by the State De- 
partment of Public Welfare, was approved. 

HB 188—a proposal that would provide a 
mandatory life sentence for the sale or dispens- 
ing of narcotic drugs to minors—was opposed on 
the grounds that it serves to hinder medical in- 
vestigations into the causes of addiction. 

It was recommended that the Society endeavor 
to provide that the Necropsy Board be estab- 
lished by law, and that this matter NOT be lefi 
to the discretion of the Director of the Depart- 
ment of Public Health. 
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MOTION: (Kirby-Fullerton) so move. 
Motion carried. 

Dr. Hopkins stated that the committee was 
opposed to further use of funds for BCG vac- 
cine; therefore, they recommend that SB 276 be 
opposed. 

MOTION: (Hamilton-Endres) so move. 
Motion carried. 

Hopkins stated that HB 433 provided that a 
new prescription must be secured in order to 
duplicate eye glasses. The committee recom- 
mended opposing this bill. 

MOTION: (English-Endres) so move. 
Motion carried. 

HB 1017 (introduced by a physician) pro- 
vides that antibiotics may be used in the eyes 
of the newborn. The committee recommends that 
HB 1017 be amended to read “acceptable anti- 
biotics approved by the Director of the Depart- 
ment of Public Health, or some other agent”. 
Dr. Reichert stated that it should read: “silver 
nitrate or some acceptable antibiotic”. He dis- 
cussed sensitivity to the antibiotics and the fact 
that the Illinois Society for the Prevention of 
Blindness would oppose the bill. 

MOTION: (Portes-English) that the So- 
ciety oppose the bill. 

Motion carried. 

Oblinger outlined the proposed bill that would 
legally establish and outline “privileged com- 
munications” between physician and patient 
under the law. He stated that as a matter of 
ethics the physician-patient relationship is estab- 
lished, but this relationship is not recognized in 
common law. He stated that the bill will exempt 
cases which involve 1) in cases of homicide; 2) 
hy express waiver of the patient; 3) in all men- 
tal illness hearings; 4) in cases of malpractice 
suits against the physician; and 5) in cases 
where the patient brings an action and his men- 
tal or physical condition is the ultimate fact in 
issue. 

MOTION: (Piszezek-Fullerton) that the 
recommendation of the commit- 
tee be approved, and the bill 
introduced. Motion carried. 

HB 1018 was discussed by Dr. Reichert, who 
felt that health education and instruction for 
teachers were most important. 

MOTION: (Reichert-DuPuy) that the so- 
ciety oppose the elimination of 
health instruction in our teach- 
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ers’ courses. Motion carried. 

Mr. Neal stated that he had been meeting and 
working with Dr. Bennett on the Workmen’s 
Compensation problems; that HB 6 and HB 156 
are securing support from educational sources 
(these bills provide a means for testamentary 
disposition of the human body or any part 
thereof). 

Dr. Hopkins asked that a letter of apprecia- 
tion be sent to Dr. Lull for his assistance in 
securing Lt. Cmdr. John Ebersole as the speaker 
for the legislative dinner in Springfield on March 
31, 

MOTION: (Hamilton-Reavley) so move. 
Motion carried. 
PG & SS Committee 


Dr. Limarzi reported that the Postgraduate 
and Scientific Service Committee had held one 
additional postgraduate conference at Moline. 
The program over a Chicago radio station is 
progressing nicely. 


Industrial Health 


Dr. Bennett presented a progress report. The 
committee has held two meetings since he last 
appeared before the Council. At a meeting in 
Minneapolis which he had attended, nine judges 
were present; he also attended a meeting in 
Pittsburgh of the American Bar Association. On 
April 1, the Chicago Association of Commerce 
and a group of other organizations sponsored a 
meeting to bring the work of this committee in 
the field of impartial testimony out into the open. 
The newspapers co-operated beautifully, and at 
this meeting, 36 people were present. Represent- 
atives of the Illinois and the Chicago Bar Asso- 
ciations, the Illinois and the Chicago Medical So- 
cieties, attended. On April 2, there was an open 
meeting at the Morrison Hotel; 10 judges were 
present (three federal and seven from the supe- 
rior courts). The luncheon was attended by 225. 

Rule #35 having been amended, certain areas 
exist now where federal courts are ready to use 
panels. This is true today in Philadelphia. 

On May 7, Dr. Bennett will talk to a meeting 
which will be attended by federal judges from 
Wisconsin, Illinois, and Indiana, and also state 
judges from this area. On June 4 and 5, a meet- 
ing will be held in Chicago when all these areas 
will be represented. They have asked Dr. Bennett 
to talk at that time, and they will ask if our 
panels are ready. 

Our committee selected 196 people for these 
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panels. Letters have been sent and 146 replies 
have been received. We have 4,000 names which 
the physicians have recommended for these pan- 
els, and there is no question of who was desired. 
The committee has suggested 14 panels, and we 
will use people who know their specialty and 
who are absolutely impartial in their judgment. 

Dr. Bennett presented maps of the state of 
Illinois broken into various geographic areas 
where these panels might be established. He felt 
that the areas should be handled locally and that 
they must cover the testimony by use of qualified 
men. There are 124 judges in Illinois, and it 
was the opinion of the men that the geographical 
areas should correspond to those with which the 
judges are familiar. 

MOTION: (Hamilton-English) that the 
Council approve in_ principle 
the panels as set up by the com- 
mittee. Motion carried. 

Dr. Knglish stated that the setup along the 
line of judicial districts seemed the most logical, 
since the judges would be familiar with this 
geographic division. 

MOTION: (Blair-Fullerton) that the com- 
mittee be empowered to proceed 
along channels already set up 
and outlined. Motion carried. 

Dr. Bennett stated that the committee would 
have a captive audience at the meeting in Chi- 
cago on June 4 and 5 when 124 state judges 
would be present. The Illinois and Chicago Bar 
Associations want a new court house and 50 new 
judges to expedite the work accumulated. The 
work of the panels in providing impartial testi- 
mony would expedite work, and we may secure 
support from this area. 

On June 4 and 5, we have the American Bar 
people from Los Angeles, Philadelphia, and New 
York, to present the problem to these judges and 
to indoctrinate them in the advantages of the 
use of panels to provide impartial medical testi- 
rnony. 

Would the Council want to have our panel 
members in and permit them to hear these men 

already in Chicago? A dinner meeting would 
he the only expense, since these speakers will 
be in Chicago for the other meeting. There are 
125 panel members involved, and perhaps some 
60-70 would attend. 

Discussion by Hopkins, English, Hesseltine, 

ete., relative to advantages, cost, etc. 


MOTION: (English-Hamilton) that the 
Jouncil authorize the Commit- 
tee to sponsor such a dinner 
meeting, and that the ISMS 
pay the dinner expense. Motion 
carried. 


IPAC 


Dr. Montgomery reported as chairman of the 
IPAC committee. The regular meeting was held 
Saturday afternoon, and for the second time, a 
hospital was removed from the approved list. The 
former hospital removed from the list by the 
IPAC sued the commission, and the Supreme 
Court upheld the action of the Commission. 

The committee put in a request for an in- 
crease in fees, and the Commission put the re- 
quest in a special budget. The Governor in his 
message, omitted it from his report. The com- 
mittee asked that this be reconsidered, and that 
the Commission pay the increased fees from its 
present budget and request a deficiency budget 
later. The commission requested that the Coun- 
cil or the committee write to the Governor and 
explain to him the situation in Illinois and get 
an agreement that the commission go ahead and 
give the physicians the requested increase in fees. 


Radio “Shorts” 


Dr. Reichert reported that the president of the 
ABC radio stations in the Chicago area met with 
Dr. Hirsch, Dr. Bundesen, and himself and 
asked that 100 short sentences be prepared to 
be used as filler announcements over the air deal- 
ing with polio shots, polio vaccine, ete. Starting 
next week, some of the best publicity we could 
possibly have will be provided free of charge 
over radio stations. 


Legislative Dinner 


Dr. Reisch outlined the legislative dinner held 
in Springfield on March 31; 272 attended: 32 
senators and their wives; 118 representatives and 
their wives ; 63 state officials; and 59 physicians. 
We feel that there should be better representa- 
tion from the physicians, and we hope to develop 
this interest before the next session of the legis- 
lature two years from now. 

Dr. Lorne Mason attended the annual meet- 
ing of the Missouri Society recently. There are 
some 3,500 members and only about 400 were 
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in attendance. The exhibitors expressed disap- 
pointment. The state society has a speaker and 
a vice-speaker for its House and three lay secre- 
taries, one of whom acts as field representative 
for the society. 


Hospital Meeting 


Dr. Hesseltine reported that he felt the joint 
meeting with the Illinois Hospital Association 
in Springfield on April 1, was a success; 300 
people attended and about 140 hospital adminis- 
irators, ete. When the meeting adjourned (on 
time) about 80 per cent of those who came to 
Springfield were still in attendance. It is difficult 
io evaluate how much this meeting accomplished ; 
however, enthusiasm was expressed; speakers 
from downstate provided the panels and the 
workshops; the consensus was that the meeting 
was worthwhile, and the joint session should 
be repeated. The administrators are more or less 
permanent; the chiefs of staff change. The lunch- 
eon was paid for by each individual, but there 
will be some expense for rooms, ete. 

Dr. English said he had talked to some of the 
physicians present at the joint conference, and 
it was their suggestion that at the next joint 


meeting, the trustees also should be included in 
the invitation (or the chairmen of the hospital 
hoard). 


Nursing scholarships 


Dr. Fullerton reported that in his county the 
two hospitals have organized a group which they 
call “Guardian Angels’, and a membership costs 
$30.00. The funds raised in this manner are 
available for nursing scholarships. His own hos- 
pital has a class for future nurses composed of 
high school students interested in going into 
nursing as a career. They are given 40 hours of 
classroom instruction after school at the hospi- 
tal, and then 40 hours of work on the floor. All 
of last year’s group went on into the study of 
nursing, and this year all have applied for 
nurses’ training. 


Public Health 


Dr. Roland R. Cross reported as director of 
the Department of Public Health. Statistical 
records in the State Department of Public Health 
suggest that the widespread and growing inter- 
est in geriatrics and the care of the elderly peo- 


for June, 1959 


ple. About 100 persons, for example, attain the 
age of 100 every year in Illinois. More than 
3,000 attain the age of 90; while upwards of 
20,000 attain the age of 80. In 1920 only about 
9 per cent of the people who died in Illinois had 
attained the age of 80. Last year somewhat more 
than 20 per cent of those who died were at least 
80 years of age. About one-fifth of the people 
who died in Illinois in 1957 were at least 80, 
while more than one-half had survived their 65th 
birth anniversary. Approximately 1,000,000 peo- 
ple in Illinois are now 65 or over. 

A recent study by the Health Information 
Foundation reveals that persons 65 and over 
make out-of-hospital professional contact with 
physicians about eight times per year on the 
average. At that rate, every physician in Illinois 
would on the average, be consulted a total of 
about 800 times per year by persons in the 65 
and over age group, exclusive of hospitalized pa- 
tients. This gives a tangible idea of the magni- 
tude of the geriatrics problem in Illinois, and 
it will grow bigger for several years to come. 


Public Welfare 


Dr. Otto L. Bettag reported as director of the 
Department of Public Welfare. He stated that 
some 150 bills have been passed in the last two 
years relative to the work of his department. 
There are 14 bills in the House and two in the 
Senate now dealing with public welfare work. 

He will have a new school and hospital in 
Southern Illinois for retarded children over the 
age of 6 years. Capacity will be 750. Ground was 
broken in the West Side Medical Center, Chi- 
cago, recently for a hospital for retarded chil- 
dren under age 6. Illinois is the only State with 
two institutions of this type. 

A $150 million bond issue has been requested 
for the department. 

The Mental Health Fund in Illinois, the mon- 
ey paid in by the families of patients in state 
hospitals, has been questioned, and some legisla- 
tion introduced which might eventually threaten 
this fund. Illinois was the 47th state to establish 
such family responsibility, and at this time, only 
one out of every five families pays. The cost is 
$1.30 a day. Dr. Bettag asked for Society action 
supporting the Mental Health Fund. He stressed 
the fact that state hospitals must not be used as 
a place for narcotic addicts unless that individ- 
ual also is mentally ill. He felt that some use 
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should be made of the Chicago State Tubercu- 
losis Hospital, only 50 per cent occupied. 

A fund of $200,000 is available for student 
nurses’ scholarship (full financing) with the 
only stipulation that the nurse spend matching 
years in a state hospital following graduation. 
The salary scale has been increased and the 
minimum for nurses is now $352 a month, and 
the maximum $12,000 a year. 

The annual mental health dinner will be held 
in Springfield on May 19, and all members of 
the Council will be welcome. 

MOTION: (EK nglish-Endres) that the 
Council go on record as sup- 
porting the Mental Health Fund 
in Illinois. Motion carried. 


Scientific Work 

Dr. Burdick reported that the local commit- 
tees for the annual meeting have been appointed 
and notification and instructions sent out. The 
new committee to entertain out of state guests 
is active and should function to make these gen- 
tlemen feel at home. There is a hospitality room 
for their use. 

Dr. Lawrence Brislow, chairman of the Execu- 
tive Committee of the Committee on Scientific 
Work, stressed the importance of the scientific 
program planning. He felt that the present. sys- 
tem was haphazard, and that this group needs 
help from the Council. There should be a com- 
mittee of the Council to act in an advisory ca- 
pacity. The group of section officers is not ex- 
perienced in program planning; meets in Novem- 
ber for the first time to get work under way. 
Perhaps the programs for the sections should be 
planned by section officers, but the programs for 
the general assemblies should have continuity 
and experienced physicians should aid in the 
work. There are other important phases of the 
meeting that should receive consideration, This 


qe<< 


366 


year, in order to bring the physician back to the 
scientific programs after the viewing of exhibits, 
we have planned panels that we hope will be of 
sufficient interest to draw a good attendance. 

Dr. Montgomery stated that this was discussed 
by the Executive Committee and that a rotating 
committee composed of men familiar with pro- 
gram planning would be considered. 


Auxiliary 


Mrs. Endres, as president of the Auxiliary, 
reported that the subcriptions to Today’s Health 
had been sent to the members of the legislature 
(state and national) ; cards had been addressed ; 
and the Auxiliary has received several acknowl- 
edgements from the members. The “March on 
Springfield” was the first venture of this kind; 
some 70 women attended. The recruitment pro- 
gram is going well in many of the county areas. 
The Auxiliary needs assistance at the local level, 
and asks co-operation from the county medical 
societies. 

MOTION: (Piszczek-Fullerton) that the 
request from WTTW for addi- 
tional financial support be re- 
ferred to the Finance Commit- 
tee for future recommendation. 
Motion carried. 

MOTION: (Fullerton-Reisch) that — the 
$336.00 be sent to Marjorie 
Shearon for “Shearon Legisla- 
tive Service’ as requested. Mo- 

tion carried. 
MOTION: (Fullerton-O’Neill) that the 
bills as audited by the Finance 
Committee be approved. Mo- 
tion carried. 
The Council adjourned at 12:30 o’clock. 
Respectfully submitted, 
Harold M. Camp, M.D., Secretary 
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Postoffice issues ruling 
on specimen shipments 

The Chicago postmaster, Carl A. Schroeder, 
has issued the following announcement concern- 
ing the shipments of specimens: 

“All cylindrical shaped parcels containing 
blood, urine, ete., mailed by physicians to clinics, 
hospitals, health departments, ete., are to have 
postage paid at the regular third class rates. 
That. is, 3e for the first two ounces and 114e for 
cach additional ounce or fraction. 

However, effective May 1 a minimum rate of 
ic is chargeable on all odd shaped parcels, which 
includes cylindrical shaped containers. ‘This 
means that any tube weighing less than four 
ounces must have 6c postage affixed. 

“Many hospitals, clinics, and health depart- 
ments to which such materials are sent will not 
pay postage due on specimens sent to them for 
analysis. 

“Containers with insufficient postage will not 
be returned unless the sender’s complete address 
and the inscription ‘return postage guaranteed’ 
are shown in the upper left corner of the outside 
address label.” 


< > 


July clinics for crippled children 
Twenty-one clinics for Illinois’ physically 
handicapped children have been scheduled for 
July by the University of Illinois, Division of 
Services for Crippled Children. The division 
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will count 17 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing ex- 
amination along with medical, social, and nurs- 
ing service. There will be two special clinics for 
children with cardiac conditions and one each for 
children with rheumatic fever or cerebral palsy. 
Clinicians are selected from among private physi- 
cians who are certified Board members. Any pri- 
vate physician may refer to or bring to a con- 
venient clinic any child or children for whom 
he may want examination or consultative services. 


July 1 — Hinsdale, Hinsdale Sanitarium 

July 3 — Chicago Heights (Cardiac), St James 
Hospital 

July 8 — Joliet, Silver Cross Hospital 


July 9 — Cairo, Public Health Building 

July 9 — Flora, Clay County Hospital 

July 9 — Springfield, St. John’s Hospital 

July 9 — Sterling, Community General Hos- 
pital 

July 14 — Kast St. Louis, St. Mary’s Hospital 

July 14 — Peoria, Children’s Hospital 

July 14 — Quincy, St. Mary’s Hospital 


July 15 — Evergreen Park, Little Company of 
Mary Hospital 
July 16 — Elmhurst (Cardiac), Memorial 


Hospital of DuPage County 
July 16 — Rockford, St. Anthony’s Hospital 
July 21 — Danville, Lake View Hospital 


July 23 — Decatur, Decatur-Macon County 
Hospital 
July 23 — Mt. Vernon, Masonic Temple 















July 28 — Effingham (Rheumatic Fever), St. 
Anthony Hospital 

July 28 — Peoria, Children’s Hospital 

July 28 Alton, Alton Memorial Hospital 

July 29 Aurora, Copley Memorial Hospital 

July 29 Springfield (Cerebral Palsy), Me- 
morial Hospital 


< > 


New rule on narcotic reports 


Illinois pharmacists no longer are required to 
send copies of oral narcotic drug prescriptions 
io the Illinois Division of Narcotic Control as 
the result of the passage of House Bill 19. 

This change in the law does not relieve phar- 
macists from sending in all other narcotic pre- 
scriptions on the official state blank, or on emer- 
gency blanks, by the 15th of the month follow- 
ing the month in which the prescriptions were 
filled. 


< > 


Hawaiian refresher course 


The University of Southern California School 
of Medicine will present a postgraduate refresher 
course on board the S.S. Lurline and in Hawaii, 
July 24-August 15, Details may be had by writ- 
ing to the director, postgraduate division, U.S.C. 
School of Medicine, 2025 Zonal Avenue, Los 


Angeles 33. 


< > 


Blood banks association 
will meet in Chicago 


The American Association of Blood Banks 
will hold its 12th annual meeting at the Edge- 
water Beach Hotel, Chicago, November 4-7. The 
theme will be “The Complete Transfusion Serv- 
ice.” 

Those desiring to present papers should sub- 
mit them prior to June 30 to (1) scientific sec- 
ion, Dr. Alan R. Jones, 332 Longwood Avenue, 
Boston 15; (2) technical section, Miss Shirley 
Busch, Charles Hymen Blood Center, 2742 West 
15th street, Chicago 8; (3) administrative sec- 
tion, Clifford I. Argall, PH.D., Baptist Memo- 
vial Hospital Blood Bank, Memphis 3. 

Further information may be had from the 
association, 30 North Michigan Avenue, Chi- 


cago 2. 
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Ileoptomists club formed 

A new organization, Ileoptomists of Chicago, 
has been organized under the guidance of Dr. 
Joseph B. Kirsner of the University of Chicago 
College of Medicine for the purpose of helping 
individuals in the proper care of and adjustment 
to ileostomies. 

Meetings are held at 6:30 o’clock on the last 
Monday of each month at the Fabric Salesman’s 
Club, 222 West Adams Street. Patients with 
ileostomies wanting to join the organization 
should write to Mrs. Lee Vance, secretary, 330 
Ridge Road, Barrington, Illinois. Physicians in- 
terested in attending meetings or acquiring in- 
formation may call Dr. Kirsner, MUseum 
1-6100, extension 5563. 

< > 


O. & G. board applications 

Applications for certification by the American 
Board of Obstetrics and Gynecology, new and 
reopened, part 1, and requests for re-examina- 
tion, part 2, are being accepted. The deadline is 
August 1. For information, write to Dr. Robert 
I. Faulkner, secretary, 2105 Adelbert Road, 
Cleveland 6. 

< > 


‘**Medicine—Lifelong Study” 
theme of Chicago conference 

Medical educators from 50 countries will meet 
in Chicago, August 29-September 4, for the Sec- 
ond World Conference on Medical Education, to 
he held under the auspices of the World Medical 
Association. 

“The meeting will provide common ground 
for the free exchange of scientific information 
and experience,” according to Dr. Louis H. 
Bauer, New York, secretary-general of the 
WMA. “It will give medical educators an op- 
portunity to examine the progress that has been 
made during the five-year interval in confer- 
ences,” 

President Eisenhower is patron of the confer- 
ence and has been invited to address the opening 
plenary session on August 31. There will be 
about 125 speakers from 50 countries on the 
program. 

Collaborating with the WMA in sponsoring 
the conference are the World Health Organiza- 
tion, the Council for International Organizations 
of Medical Sciences, and the International Asso- 
ciation of Universities. 
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Winnebago reviews PR position 

The April issue of the Bulletin of the Winne- 
bago County Medical Society reports that the 
article appearing in the April issue of Good 
Housekeping magazine concerning the pediatric 
section at Rockford Memorial Hospital has 
caused the society “to pause and review its posi- 
tion in regard to the use of physicians’ names.” 

The county society has given its Public Re- 
lations Committee the responsibility of develop- 
ing a code to be used in determining when a 
physician’s name should be used in public print. 

“Nearly four years ago the society adopted a 
set of rules to govern appearances on television,” 
the Bulletin says. “Generally, these rules have 
heen followed, but they are not applicable to 
newspaper and magazine publications. 

“The task assigned to the PR Committee is 
not an easy one. To give a blanket denial to the 
use of names would understandingly stir the ire 
of the publications and the profession. On the 
other hand, to open the doors wide would in- 
vite the charge of advertising and commercial- 
ism within the profession. A happy middle 
ground must therefore be formulated. 

“There is no question but that times change 
and certain concepts change with them. Whether 
we realize it or not, medicine is big news today. 
Surveys show that medical and scientific news 
are read more religiously than almost any other 
type of news. That the publications will print 
medical stories in one way or another is also 
without question, for both newspapers and maga- 
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zines exist at the whim of the buying and read- 
ing public. 

“The matter to be resolved is whether or not 
the use of physicians’ names is vital to the suc- 
cess of the story. If it is vital, then the physi- 
cians must choose what type of stories are im- 
portant. More than this, they must be assured 
that the stories using their names are medically 
accurate.” 

The Public Relations Committee proposed to 
make a survey of its members who will be asked 
to express their views. 

As Winnebago is the largest of the downstate 
county medical societies, with a membership of 
more than 200, its action will be awaited with a 
great deal of interest. 


Praise for St. Clair County 

The St. Clair County Medical Society, in a 
letter to the East St. Louis Journal, praised the 
efforts of various community organizations in 
stimulating the use of Salk vaccine shots for 
polio prevention, a campaign that brought a 
most encouraging response. 

The Journal, in an editorial entitled “Don’t 
Forget the M.D.,” called attention to this letter 
and added: 

“What the medical society, with proper hu- 
mility, does not say is that the society ought to 
be listed right along with others in this com- 
mendation. 

“More and more, the medical profession of 
this community has been progressing toward a 
policy of sound public relations, away from the 
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traditional isolation which has marked the pro- 
fession throughout the centuries. This is benefi- 
cial to everyone. 

“This community and its doctors are learning 
to know each other. This is the big story, even 
transcending the trviy remarkable record estab- 
lished in the war on polio. This polio situation 
is typical of the society’s co-operation in other 
vital public welfare and health campaigns, such 
as the cancer crusade, heart month, mental 
health, cerebral palsy, and the United Fund.” 


How to deal with the press 

A newspaperman, like anyone else, prefers to 
work with people who know his problems and 
needs. If you are in charge of feeding medical 
society news to the papers this year and you are 
not familiar with newspaper requirements you 
will find the answers in “How to Make Friends 
with the Press,” a handbook published by the 


Enzymes and dystrophy 


Our findings of normal serum enzyme activ- 
ities in parents of patients with muscular dys- 
irophy suggest that there is no genetically trans- 
mitted defect of serum enzyme activity. This 
certainly must mean that the abnormality of 
serum enzyme activities seen in dystrophic pa- 
tients is strictly secondary to the primary mech- 
anism of the disease. In numerous other heredi- 
table diseases where enzyme defects have been 
demonstrated in patients, similar abnormalities 
frequently have been seen in parents and siblings 
of affected patients. Laurens P. White, M.D. 
Serum Enzymes. California M. Jan, 1959. 
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Blue Cross Commission. 

This short course in the care and preservation 
of a newspaper’s good will describes what events 
are likely to interest a paper and how to go about 
getting them published. Questions on whom to 
approach on a particular story, when to send a 
release by mail and when to take it in person, 
and what information a release should contain 
are all answered in well-illustrated terms. 

The book is authoritative too. Twelve news- 
paper editors around the country reviewed it be- 
fore publication and contributed their sugges- 
tions and ideas. It is written for Blue Cross 
plans but medical societies will find it equally 
applicable. 

A limited number of copies are available ai 
no cost from the Blue Cross Commission of the 
American Hospital Association, 840 North Lake 
Shore Drive, Chicago 11. 


Edema of pregnancy 


Toxemia of pregnancy frequently is associated 
with fluid retention. Often, clinically detectable 
edema and weight gain are the initial stigmata 
of the process. Early reversal of this excess fluid 
retention was postulated to be a preventive and 
therapeutic measure. A trial of chlorothiazide 
was a natural outgrowth of this concept. Chlor- 
othiazide is at present the most effective oral 
diuretic in pregnancy. As dramatic as its diuretic 
result has been, the drug in no way altered the 
fetal loss or incidence of small babies associated 
with toxemie pregnancies. Robert Landesman, 
M.D. et al. Chlorothiazide in Edema of Preg- 
nancy. New York J. Med. Jan. 1, 1959. 
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PIPED IN REFRIGERATION 


Future cardiac surgeons may have need for 
furlined gloves. The VA announced a new meth- 
od of hyperthermia in which oxygenated and re- 
frigerated blood is circulated through the main 
arteries of the body by use of a heart-lung ma- 
chine. In this method the internal organs are 
cooled first, in contrast to the methods in which 
the cooling process begins on the surface and 
works down. ‘The new methods have many techni- 
cal advantages and may be safer. It is not neces- 
sary to cool the entire body and the surgeon is 
able to spend several more minutes correcting 
defects in the heart. 


STRESS 


The response of the eosinophilic leucocyte in 
the circulating blood is being used as a yardstick 
of the body’s reaction to stress. This was demon- 
strated on 24 adults undergoing extensive dental 
procedures. The level increased whenever the 
pain and discomfort increased. Stress free ap- 
pointments were used as control periods and 
significant differences were noted in the eosino- 
phil count. 


ODORLESS DEODORANT 


The first odorless deodorant was introduced 
recently by National Cylinder Gas. The produci 
is unique in that it absorbs odors rather than 
simply masking them or paralyzing the sense 
of smell. It can be sprayed directly on bandages, 
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and even kills the smell of gangrene. It can be 
circulated in halls and rooms, and when mixed 
with soap and water will clean out odor catching 
corners. Other uses include washing and disin- 
fecting dishes, utensils, and garments, 


BLUE CROSS RESERVES 


According to the American Hospital Associa- 
tion, Blue Cross Plans had to tap their reserves 
for the second time in two vears. Members were 
hospitalized over 2 million days more in 1958 
{han in the previous year. Nationally they took 
nearly five times more from reserves than in 
1957. There were many reasons why the program 
continues to cost more. “New benefits are con- 
stantly made available in Blue Cross contracts 
and there is less apprehension about going to 
hospitals as the public becomes more conscious of 
health needs and care.” In addition, the group 
of men and women over 65 is increasing. There 
is an end to reserves and we can assume that the 
boosted unless the program is 


rates will be 


changed. 


CULTURE AND SENSITIVITY TESTS 


Medikit is a simple bacterial sensitivity tech- 
nique adapted for office use. It consists of dis- 
posable plastic Petri dishes containing Mueller 
Hinton blood agar, sensitivity rings containing 
cight antibacterial agents, sterile applicators, and 
sensitivity record forms. The usual ring is placed 
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in the dish with sterile forceps. The regular cul- 
ture technique is followed and the plate is in- 
cubated at room temperature for 24 hours. The 
result offers a rough estimate of the most effec- 
tive antibacterial against the bacterial infection 


present. 
CONTACT LENSES 


The contact lens industry is pushing vigorously 
for recognition. This year they expect 2,000 “eye 
specialists” to attend their first World Contact 
Lens Congress in Chicago on August 2-4. The 
Food and Drug Administration warned against 
the use of a cleanser for contact lenses that is 
contaminated with Pseudomonas aeruginosa. 
These organisms were found in one lot that bears 
the code number 010159. The FDA said there 
would be no harmful effects on normal healthy 
eyes, but that dangerous infection may occur if 
injury or infection is present. The product is 
called Barnes-Hind Wetting Solution. The com- 
pany and the government are making every effort 
to recall outstanding stocks. 


PHARMACEUTICALS 


Krgomar, Nordson’s new sublingual ergotamine 
tartrate remedy for migraine, is reported highly 
effective in various tests. In a co-operative series, 
25 investigators observed 251 patients receiving 
this form of ergotamine tartrate; 80 per cent 
obtained complete relief; 15 per cent, partial 
relief; and the remaining five per cent, no relief. 

Parke, Davis & Company introduced recently 
a new injectable form of chloramphenicol—the 
sodium salt of the monosuccinate ester. It can 
be administered intramuscularly, intravenously, 
or subcutaneously and is indicated if rapid ab- 
sorption of an antibiotic is needed. 

The first orally active substance to protect the 
body against poisoning by mercury compounds 
was announced at the recent convention of the 
American Chemical Society. It is N-acetyl-DL 
penicillamine. The British drug, Anti-Lewiside, 
has been used for years but it cannot be taken 
orally, 

Many other new basic chemical products were 
reported at the meeting including nialamide for 
mental depression, a protein free liquid that in- 
hibits the contraction of myofibrils to the extent 
of complete relaxation, and wetting agents that 
help keep dentures in place. Additional syn- 
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thetic analgesics of the caliber of morphine 
were described along with a chemical compound 
of double barreled action that alleviates pain and 
relaxes muscle. The latter 2- (beta-hydroxy- 
phenethylamino) -pvridine hydrochloride has the 


analgesic strength of codeine and a muscle 
relaxant power that is superior to mephenesin, 

Most of these are products of basic science. 
Many vears may pass before they graduate into 


clinical usage. 


GENERAL 


Dr. Louis Lasagna, Johns Hopkins, spoke of 
the ethical, legal, and financial responsibilities 
of evaluating new drugs before the Pharmaceu- 
tical Manufacturers Association convention at 
Boca Raton, Florida. According to Drug Re- 
search Reports he was sharply critical of many 
of the industry’s practices. We are familiar with 
some of these promotional methods and agree 
that modifications are in order. Some of the 
points covered include the pharmaceutical num- 
bers racket used to claim new compounds are 
more potent than older drugs; circulating re- 
prints by the thousands; unwise detailing dur- 
ing which company representatives criticize their 
competitors to the physicians; the use of medi- 
cal students during the summer as detail men; 
new product avalanches which pose a national 
threat to the doctor’s ability to assimilate new 
information; pressures from industry on re- 
searchers for speedy answers and favorable re- 
sults; and industry cocktail parties, steak din- 
ners, and awards to medical students. 

The American Psychiatric Association is the 
oldest national medical association in North 
America. It was founded on October 16, 1844, 
as the Association of Medical Superintendents 
of American Institutions for the Insane with an 
original membership of 13 physicians. Its name 
was changed in 1921 and it now has about 
11,000 members. 

Many public relation departments will grasp 
at any straw to find new ways to advertise a 
product. Johnson & Johnson used the opening 
of the St. Lawrence Seaway to focus attention 
on their baby powder. The M.S. Anglian from 
Genoa carried 1,850 110-pound bags of high 
quality Italian tale, which is enough for the Chi- 
cago plant of Johnson & Johnson to produce 
some 412,000 8-ounce cans of baby powder. 


Illinois Medical Journal 














hire 
uni 
and 
OXV- 

the 
iscle 
sin, 
nee, 
Into 








NEWS of the STATE 





ADAMS 

MEETING. Sidney J. Harris, Chicago Daily 
News columnist, spoke on “How To Enjoy Your 
Child,” at the May meeting of the Adams County 
Medical Society. 


COOK 

New Posts. Dr. Edward C. Holmblad, retiring 
as managing director of the Industrial Medical 
Association, was honored at the annual banquet 
of this organization. He has assumed his new 
duties as director of the newly created Division 
of Medical Services, Illinois Public Aid Com- 
mission. This Division will also assume the func- 
tion of the Medical Assistants’ section of the 
Division of Program Planning. 

Dr. William E. Adams was elected president 
of the American Association for Thoracic Sur- 
gery at its annual meeting. Dr. Adams is Ray- 
mond professor of surgery at the University 
of Chicago and a senior consultant surgeon at 
both Great Lakes Naval Hospital and the Cook 
County Suburban Tuberculosis Sanitarium. 

Dr. J. Garrott Allen of the University of Chi- 
cago will take over July 1 as head of the Stanford 
University Medical School’s department of sur- 
gery. 

Dr. Adolph Rostenberg, Jr. has been named 
head of the department of dermatology, Univer- 
sity of Illinois College of Medicine. 

lr. Edward Press, formerly association direc- 
tor of the division of services for crippled chil- 
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dren at the University of Illinois, and assistant 
professor of preventive medicine in the Univer- 
sity of Illinois College of Medicine, has been 
selected as Evanston health director, replacing 
Dr. Winston H. Tucker, deceased. 

Dr. E. Lee Strohl, senior attending surgeon 
at St. Luke’s Hospital, was appointed a director 
of Municipal Tuberculosis Sanitorium by Chi- 
cago’s Mayor Daley, who indicated that Dr. 
Strohl will be named the institution’s president. 

CuicaGo Socteties. Papers given at the May 
meeting of the Chicago Gynecological Society 
were: “Combined Paracervical and Pudendal 
Nerve Blocks: A Simple Form of Transvaginal 
and Regional Anesthesia,” by Drs. Alfred J. 
Kobak and Max S. Sadove, with discussion 
opened by E. Trier Morch, head of department 
of anesthesia, Cook County Graduate School and 
University of Illinois College of Medicine; and 
“Ovulation Time: A Modified Rat Hyperemia 
Test Compared with Other Criteria,” by Drs. 
Milton H. Dresner and Melvin R. Cohen, with 
discussion opened by S. J. Behrman, associate 
professor of obstetrics and gynecology, Univer- 
sity of Michigan. 

The Chicago Laryngological and Otological 
Society elected the following officers at their 
May meeting: Drs. George H. Woodruff, presi- 
dent; Linden J. Wallner, vice-president; and 
Robert Lewy, secretary-treasurer. 

The Chicago Urological Society officers for 
1959-60 are: Drs. Cornelius W. Vermeulen, pres- 
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ident; J. Kenneth Sokol, vice-president; and 
David Presman, secretary-treasurer. 

At the May meeting, the Chicago Surgical 
Society presented the 1959 Chicago Surgical 
Prize for Surgical Research of $500 (donated 
this year by Dr. Edwin M. Miller) to Dr. Donald 
Dawson for his paper on “Plasma Sterilization.” 
Dr. Dawson is working at the University of 
Chicago. 

At the annual meeting of the Chicago Society 
of Physical Medicine and Rehabilitation the fol- 
lowing were elected to assume office on January 
1, 1960: Robert W. Boyle, Wauwatosa, Wiscon- 
sin—president; Louis Schwartz, Chicago—vice 
president; Bernard J. Michela, Chicago—secre- 
tary-treasurer; and Wladimir T. Liberson, 
Hines—board of trustees. 

At the annual meeting of the Chicago Der- 
matological Society the following officers were 
elected: Leon M. Goldman, Cincinnati-—presi- 
dent ; Harold M. Shellow—vice president ; Fred- 
erick J. Szmanski—secretary-treasurer. 

Honorep. Dr. T. R. Van Dellen was among 
persons honored at the 11th annual meeting of 
the National Epilepsy league in Washington, 
D.C. 


DEKALB 

Meretina. Dr. Benjamin W. Lichtenstein, clin- 
ical professor of neurology, University of Illinois 
College of Medicine, spoke on “The Diagnosis 
and Management of Strokes,” at the May meet- 
ing of the DeKalb County Medical Society. 


LAKE 

MeetinG. The May meeting of the Lake Coun- 
ty Medical Society was held jointly with the 
Lake County Press Association. Members of both 
groups discussed various aspects of press rela- 


tions. 


LASALLE 

Meeting. Dr. and Mrs. Guibor presented a 
travelog about Africa at the May meeting of 
LaSalle County Medical Society. It was annual 
ladies night. 


MCDONOUGH 

MeetinG. A discussion led by Dr. K. T. 
Pawlias on “Medical Economics” was the feature 
of the April meeting of the McDonough County 
Medical Society. 
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PEORIA 

MeetinG. Dr. Val Wellman, assistant profes- 
sor of surgery, St. Louis University School of 
Medicine, was the speaker at the May meeting 
of the Peoria Medical Society. 


RANDOLPH 

MEETING. Dr. W. F. Weir Sparta, was honored 
at the June dinner meeting of the Randolph 
County Medical Society. He was presented with 
the Fifty Year Club certificate and pin. 


SANGAMON 

MeetinG. Dr. Roy E. Boggs, chief anesthesol- 
ogist, City Hospital No. 1, St. Louis, spoke on 
“Techniques of Resuscitation,” at the May meet- 
ing of the Sangamon County Medical Society. 
Dr. Emil Bernard was presented with his Fifty 
Year Club certificate. 


ST. CLAIR 

MEETING. The May executive meeting of the 
St. Clair County Medical Society was held at 
Pleasant View Sanatorium. 


VERMILION 
MeetinG. Dr. Walter C. Alvarez spoke on 


“Psychosomatic Medicine,” at the May meeting 
of the Vermilion County Medical Society. 


WHITESIDE AND LEE 

MeetinG. Dr. William J. Grove, associate pro- 
fessor of surgery, University of Illinois College 
of Medicine, spoke on “Emergency Surgery in 
Pediatrics,” at the May meting of Whiteside and 
Lee County Medical Societies. 


GENERAL 

Nurses’ TRAINING. Seven nursing students 
(one a man) from Southern Illinois University 
have enrolled in the University of Illinois Col- 
lege of Nursing under a unique arrangement be- 
tween the two institutions. They are in the midst 
of the first of five quarters of studies they are 
taking at the University of Illinois’ Chicago Pro- 
fessional Colleges to gain clinical experience not 
available at Southern. The University of Illinois 
maintains a 620 bed general hospital where nurs- 
ing students receive nursing practice. The SIU 
students have completed one and a half years of 
basic nursing courses at SIU and are expected 
to return there for their senior year in residence 
before obtaining a degree. One of the aims of the 
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program is to provide nurses for the southern 
part of the state who come from that area. 

Awarps. Dr. Goodwin M. Breinin, chairman 
of the department of ophthalmology and the 
Daniel B. Kirby professor of research ophthal- 
mology, New Yerk University-Bellevue Medical 
Center, was given the 1959 Edward Lorenzo 
Holmes Memorial Award of The Institute of 
Medicine of Chicago. This award was established 
by the late Dr. Rudolph Wieser Holmes as a 
memorial to his father, a pioneer Chicago oph- 
thalmologist, and is given in recognition of dis- 
tinguished contributions in medical science, 
preferably in ophthalmology. Dr. Breinin’s has 
made important contributions in the field of 
neuromuscular control of the ocular muscles and 
the development of ocular electromyography in 
advancing knowledge of strabismus. 

Dr. Henry Seymour Kaplan received the 2nd 
annual award “for meritorious investigation by 
a scientist under the age of 45, in the field of 
cancer,” from the Ann Langer Cancer Research 
Foundation of Chicago. Dr. Kaplan, professor 
of radiology, Stanford University Medical 
School, has made significant contributions in 
basic and clinical cancer research. 

Dr. Albert B. Sabin, of the University of 
Cincinnati College of Medicine, has won the 
University of Chicago’s Howard Taylor Ricketts 
Memorial Award for developing an oral polio 
vaccine that currently is being tested extensively 
to determine whether it is feasible for mass use. 

New Mentat HeattH Hospirar. Mrs. Ber- 
nice T. Van der Vries, chairman of the fund 
drive for the Mental Health Society of greater 
Chicago; Dr. Francis V. Gerty, president of the 
American Psychiatric Association; Robert Far- 
well, president of the Mental Health Society of 
greater Chicago; Rev. R. Kenneth Wobbe, Christ 
Evangelical and Reformed Church of Des 
Plaines; and members of the Forest Hospital 
staff and their families attended the cornerstone 
laying ceremonies for the new addition “Country 
House.” Dedieated to research, care, and treat- 
ment of emotional and personality disorders, 
the Forest Hospital is currently in its 20th year 
of service to the Chicagoland community, and 
this addition of 30 beds incorporates the latest 
techniques for efficient patient handling, com- 
fort, and safety. 

MretinG. The following members of the Illi- 
nois Psychiatrie Society were elected to office 
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for the year 1959-60: Drs. Frances Hannett, 
president; Joel S. Handler, president-elect ; and 
Paul Nielson, secretary-treasurer. 
“Your HeEaLttH Comes First” 
Cuicaco WJJD: 

JULY 22 aT 9:45 p.M.: Epwarp A. Piszczex, 
Field Director, Suburban Cook County Tubercu- 
losis Sanitarium District, “Tuberculosis—1959.” 

This is a public service program sponsored by 
the Illinois State Medical Society in co-operation 
with Radio Chicago WJJD. 

PROGRAMS ARRANGED BY THE ILLINOIS STATE 
MepicaL Society in Co-operation with the Cu1- 
cAGO Boarp oF EpucaTION FoR YouTH WEEK: 

Irvine H. ROSENTHAL, clinical associate in 
pediatrics, Chicago Medical School, the Davis 
Branch of the Kelly High School, May 12, on 
“Teen Age Tips on Health.” 

LAWRENCE DD. ELEGANT, staff member of the 
Sarah Morris Hospital for Children, the Gun- 
saulus Branch of the Kelly High School, May 
13, on “Hints to Healthy Living.” 

Paut K. ANTHONY, clinical associate in pedi- 
atrics, Stritch School of Medicine of Loyola 
University, the Altgeld Elementary School, May 
13, on “Teen Age Tips on Health.” 

LEecTURES ARRANGED BY THE ILLINOIS STATE 
MepicaL Society: 

EvuGene F. Lurrerseck, professor of radiol- 
ogy, Cook County Graduate School of Medicine, 
addressed the Kankakee County Medical Society 
in Kankakee, April 21, on “Clinical Use of Ra- 
dioisotopes.” 

Morten B. ANDELMAN, member of pediatric 
staff of the Sarah Morris Hospital for Children, 
addressed the Schurz High School freshmen 
class, June 4, on “Teen Age Tips on Health.” 


DEATHS 


EpmMunpD A. BEHRENDT*, Bloomington, who 
graduated at Northwestern University Medical 
School in 1909, died March 8, aged 77. 

Costmo Castro*, Park Ridge, who graduated 
at Loyola University School of Medicine in 1930, 
died May 5, aged 60. He was affiliated with the 
veterans administration regional office in Chi- 
cago. 

Ciara Marte Davis*, retired, Winnetka, who 
graduated at the University of Michigan Medi- 
cal School, Ann Arbor, in 1904, died April 8, 


OVER Rapio 
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aged 80. She was a former staff member of the 
Children’s Memorial Hospital. 

Wor Z. FEevsHer*, retired, Chicago, who 
graduated at Loyola University School of Medi- 
cine in 1917, died May 9, aged 70. He was as- 
sociated with the Mandel clinic at Michael Reese 
Hospital for 28 years. 

GROVER C, FERRELL, Eldorado, who graduated 
at the Chicago College of Medicine and Surgery 
in 1912, died February 4, aged 72. He was past- 
president of the Saline County Medical Society ; 
surgeon for the New York Central, Illinois Cen- 
tral and Louisville, and Nashville Railroad com- 
panies, and he was associated with the Ferrell 
Hospital. 

Netson F. FisHer*, Chicago, who graduated 
at Rush Medical College in 1901, died April 25, 
aged 63. He was a member of the staff of St. 
Luke’s Hospital. Since 1945, his interests in big 
game hunting had taken him on trips to Alaska, 
Africa, and India. 

JAMES S. GEEN*, Utica, who graduated at 
Baltimore Medical 1896, died in 
March, aged 89. 


College in 


JosEPH P,. HEINEN, Chicago, who graduated 
at Rush Medical College in 1895, died May 10, 
aged 86. He had been affiliated with the Chicago 
Board of Health for many years. 

JoserpH A. Hvuppeti*, Chicago, who grad- 
uated at Lovola University School of Medicine 
in 1917, died April 29, aged 76. He had prac- 
ticed medicine in Chicago’s Hyde Park area for 
37 years, 


Timotny S. Huecarn*, Oglesby, who grad- 
uated at the Chicago College of Medicine and 


Surgery in 1909, died in March, aged 79. 


Jacop W. Kiapman*, Chicago, who grad- 
uated at Northwestern University Medical 
School in 1925, died May 4, aged 60. He was 
superintendent of the Mental Health Centers in 
Chicago under the Department of Public Wel- 
fare of the State of Illinois. 


Oscar C. Kive*, East St. Louis, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1913, died February 6, aged 77. He 
was a member of the staffs of St. Mary’s and 
Christian Welfare Hospitals. 


Wiztsert F. McNary*, East St. Louis, who 


graduated at Barnes Medical College, St. Louis, 
in 1909, died in February, aged 79. 


CHARLES A. MILLER*, Macon, who graduated 
at the University of Illinois College of Medicine 
in 1902, died March 21, aged 84. 


PauLt B. RABENNECK*, Nashville, who grad- 
uated at St. Louis University School of Medicine 
in 1912, died April 9, aged 73. He was president 
of the Washington County Medical Society at 
the time of his death, and a past president of 
the Southern Illinois Medical Association. 


JENNIE MavupE THomas Rocers*, Canton, 
who graduated at the College of Physicians and 
Surgeons, Keokuk, in 1898, died February 18, 


aged 83. 


Epmonp P. Starr*, Ramsey, who graduated 
at Missouri Medical College, St. Louis, in 1895, 
died April 18, aged 89. He served as physician 
at the Illinois State Penal Farm for many years. 
He was a member of the “Fifty Year Club” of 
the Illinois State Medical Society. 


RatpH C, Suttivan*, Oak Park, who grad- 
uated. at Rush Medical College in 1912, died 
April 29, aged 72. He was a member of the staff 
of the Oak Park Hospital. 


Avexis T.” TELForD*, retired, Olney, who 
graduated at Missouri Medical College, St. 
Louis, in 1896, died April 6, aged 86. Before 
taking up his practice at Olney in 1898, he was 
a member of the staff of the State Asylum Hos- 
pital at Chester. Two years ago he was severely 


injured in an automobile accident which forced 
his retirement from active practice. 


ERNEST TELLER*, Chicago, who graduated at 
the Medizinische Fakultat der Universitat, Wein, 
Austria, in 1926, died April 11, aged 58. He was 
chairman of the chest department of Mt. Sinai 
Hospital. 

KENNETH H. VINNEDGE, Quincy, who grad- 
uated at the University of Illinois College of 
Medicine in 1930, died recently, aged 58. His 
practice had been limited to the field of roent- 
genology. 

GLEN WaLKker*, Farina, who graduated at 
Loyola University School of Medicine in 1928, 
died March 20, aged 61. 


“Indicates member of the Illinois State Medical Society. 
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